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Revision History

Each time this manual is updated, the Title Page lists the new revised date and this page describes the
changes. If the Revised Pages column lists “All,” replace the existing manual with the reissued manual. 1f
the Revised Pages column lists individual entries (e.g., 25, 32), either update the existing manual with the
Change Pages Document or print the entire new manual.

Date | Revised Pages Patch Description
Number
08/06 | 6-9,14,109-112, 122- | SR*3*153 | Updated the data entry options for the non-cardiac and
124, 141-149, 151-152, cardiac risk management sections; these options have
176, 178-180, 180a-b, been changed to match the software.
181-184, 184a-d, 185- Updated data entry options to incorporate
186, 218-219, 326-327, renamed/new Hair Removal documentation fields.
327a-d, 328-329, 373, Updated the Nurse Intraoperative Report and
377, 449-450, 452-456, Quarterly Report to include these fields.
459, 461-462, 467-468, .
468b, 469-470, 470a, For more details, see the Surgery NSQIP/CICSP
A73-474, 4745-474D, Enhancements 2006 Release Notes.
475, 477, 481-486, (M. Montdli, PM; S. Krakosky, Tech Writer)
486a-b, 489-502, 502a-
b, 503-504, 509-512
06/06 | 28-32, 40-50, 64-80, SR*3*144 | Updated options to reflect new required fields
101-102 (Attending Surgeon and Principal Preoperative
Diagnosis) for creating a surgery case.
(M. Montali, PM; S. Krakosky, Tech Writer)
06/06 | vi, 34-35, 125, 210, SR*3*152 | Updated Service Classification screen example to
212b, 522a-b display new PROJ 112/SHAD prompt.
This patch will prevent the PRIN PRE-OP ICD
DIAGNOSIS CODE field of the Surgery file from
being sent to the Patient Care Encounter (PCE)
package.
Added the new Alert Coder Regarding Coding Issues
option to the Surgery Risk Assessment Menu option.
(M. Montali, PM; S. Krakosky, Tech Writer)
04/06 | 445, 464a-b, 465, 480a | SR*3*146 | Added the new Alert Coder Regarding Coding I ssues
b option to the Assessing Surgical Risk chapter.
(M. Montali, PM; S. Krakosky, Tech Writer)
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04/06 | 6-8, 29, 31-32, 37-38, SR*3*142 | Updated the data entry screensto reflect renaming of
40, 43-44, 46-48, 50, the Planned Principal CPT Codefield and the
52, 65-67, 71-73, 75-77, Principal Pre-op ICD Diagnosis Code field. Updated
79, 100, 102, 109-112, the Update/Verify Procedure/Diagnosis Coding
117-120, 122-123, 125- option to reflect new functionality. Updated Risk
127, 189-191, 195b, Assessment options to remove CPT codes from
209-212, 212a-h, 2193, headers of cases displayed. Updated reports related to
224-231, 238-242, 273- the coding option to reflect final CPT codes.
277, 311-313, 315-317, For more specific information on changes, see the
369, 379- 392, 410, Patient Financial Services System (PFSS) — Surgery
jgg:gtgg?z;?gsilma, Release Notes for this patch.
471- 47’47 47 4a—b: 475. (M. Montali, PM; S. Krakosky, Tech Writer)
479, 479a-b, 480, 483-
484, 489-502, 507, 519
10/05 | 9,109-110, 144, 151, SR*3*147 | Updated data entry screens to reflect renaming of the
218 Preop Shave By field to Preop Hair Clipping By field.
(M. Montdli, PM; S. Krakosky, Tech Writer)
08/05 | 10, 14, 99-100, 114, SR*3*119 | ypdated the Anesthesia Data Entry Menu section (and
119-120, 124, 153-154, other data entry options) to reflect new functionality
162-164, 164a-b, 190, for entering multiple start and end times for
192, 209-212f, 238-242 anesthesia. Updated examples for Referring Physician
updates (e.g., capability to automatically look up
physician by name). Updated the PCE Filing Status
Report section.
(J. Podolec, PM; B. Manies, Tech Writer)
08/04 | iv-vi, 187-189, 195, SR*3*132 | Updated the Table of Contents and Index to reflect
195a-195b, 196, 207- added options. Added the new Non-OR Procedure
208, 219a-b, 527-528 Information option and the Tissue Examination Report
option (unrelated to this patch) to the Non-OR
Procedures section.
08/04 | 31, 43, 46, 66, 71-72, SR*3*127 | Updated screen captures to display new text for ICD-9

75-76, 311

and CPT codes.
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08/04

Vi, 441, 443, 445-456,
458-459, 461 463, 465,
467-468, 468a-h, 469-
470, 470a-b, 471, 473-
474, 474ah, 474-479,
479%-b, 480-486, 486a-
b, 519, 531-534

SR*3*125

Updated the Table of Contents and Index. Clarified
the location of the national centers for NSQIP and
CICSP. Updated the data entry options for the non-
cardiac and cardiac risk management sections; these
options have been changed to match the software and
new options have been added. For an overview of the
data entry changes, see the Surgery NSQIP/CICSP
Enhancements 2004 Release Notes. Added the
Laboratory Test Result (Enter/Edit) option and the
Outcome Information (Enter/Edit) option to the
Cardiac Risk Assessment Information (Enter/Edit)
menu section. Changed the name of the Cardiac
Procedures Requiring CPB (Enter/Edit) option to
Cardiac Procedures Operative Data (Enter/Edit)
option. Removed the Update Operations as
Unrelated/Related to Death option from the Surgery
Risk Assessment Menu.

08/04

6-10, 14, 103, 105-107,
109-112, 114-120, 122-
124, 141-152, 218-219,
284-287, 324, 370-377

SR*3*129

Updated examples to include the new levels for the
Attending Code (or Resident Supervision). Also
updated examples to include the new fields for
ensuring Correct Surgery. For specific options
affected by each of these updates, please see the
Resident Supervision/Ensuring Correct Surgery Phase
Il Release Notes.

04/04

All

SR*3*100

All pages were updated to reflect the most recent
Clinical Ancillary Local Documentation Standards
and the changes resulting from the Surgery Electronic
Signature for Operative Reports project, SR* 3* 100.
For more information about the specific changes, see
the patch description or the Surgery Electronic
Sgnature for Operative Reports Release Notes.
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Using Screen Server

This section provides information about using the Screen Server utility with the Surgery software.

Introduction

Screen Server is a screen-based data entry utility. It allows the user to display and select data elements for
entering, editing, and deleting information. The format is designed to display a number of datafields at
one time on a menu. With Screen Server, anumber of data elements are displayed at one time on amenu
and the user is able to choose on which element to work.

This section contains a description of the Screen Server format and gives examples of how to respond to
the unique Screen Server prompts. The screen facsimiles used in the examples are taken from the Surgery
software; however, these screens may not display on the terminal monitor exactly as they display in this
manual, because the Surgery package is subject to enhancements and local modifications. In this
document, the different ways to respond to the Screen Server prompt, to perform atask, and to utilize
shortcuts are explained. The shortcuts are listed below:

Enter data

Edit data

Move between pages

Enter/edit arange of data elements
Multiples

Multiple screen shortcuts

Word processing

The user should be familiar with VistA conventions. In the examples, the user’ s response is presented in
bold face text.

Navigating

The user can press the Return key to move through a prompt and go to the next page or item. To return
directly to the Surgery Menu options, the user can enter an up-arrow (), unless he or sheisin amultiple
field. To exit amultiple field, enter two up-arrows (™).
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Basics of Screen Server

Each Screen Server arrangement consists of three basic parts: a header, data elements, and an action
prompt. These items are defined in the following table.

Term

Definition

Header

The screen heading contains information specific to the record with which you are
working. This can include the patient name or case number. The information in the
heading is programmed and cannot be easily changed.

Data Elements

Each Screen Server display contains from 1 to 15 data elements (or fields). If
information has been entered for any of the data el ements defined, it will display to
the right of the element. Some data el ements are multiple fields, meaning they can
contain more than one piece of information. These multiple fields are distinguished
by the word "Multipl€" next to the data element. If the multiple field contains
information, the word "Data’ will be next to the data element.

Prompt

The action prompt is at the bottom of each screen. From the prompt "Enter Screen
Server Functions:" you can enter, edit, or delete information from the data elements.
The possible responses to this prompt are explained in more detail on the following
pages. Enter a question mark (?), for help text with possible prompt responses.

The following is an example of a Screen Server display with help text.

Example: Screen Server with On-line Help Text p
Header

** SHORT SCREEN ** CASE #16 SURPATI ENT, ONE PAGE 1 OF 4 €———

1 DATE OF OPERATI ON: AUG 01, 2006

2 I N/ QUT- PATI ENT STATUS: OUTPATI ENT

3 SURGEON: SURSURGEON, ONE Data

4 PRI NCI PAL PRE- OP DI AGNCSI S: BENI GN LESI ONS ON NGSE — Elements

5 PRI N PRE- OP | CD DI AGNCSI S CODE:

6 OTHER PREOP DI AGNCSI S: ( MULTI PLE)

7 PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS

8 PLANNED PRI N PROCEDURE CODE:

9 OTHER PROCEDURES: (MJLTI PLE)

10 HAI R REMOVAL BY:

11 HAI R REMOVAL METHOD:

12 HAI R REMOVAL COMMENTS: (WORD PROCESSI NG

13 TI ME PAT IN OR

14 MARKED S| TE CONFI RVED:

15 PREOPERATI VE | MAG NG CONFI RVED:

Enter Screen Server Function: ? < Prompt

To change entries, enter your choices (nunbers) separated by a ';', or

use a ':' for ranges. i.e. 2;3 or 1:3. Enter 'A to enter/edit all.

If there is nore than one page to this screen, entering a '+ or '-' <+—— On-line Help

foll owed by the nunmber of pages or entering 'P followed by the page

nunber will take you to the desired page.

Enter '~'" to quit, or '~"" to return to the nenu option.
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Entering Data

To enter or edit data, the user can type the item number corresponding with the data element for which
he/she is entering information and press the <Enter> key. In the following example, we typed the number
10 at the prompt and pressed the <Enter> key. A new prompt appeared allowing us to enter the data. The
software immediately processed this information and produced an updated menu screen and another
action prompt.

** SHORT SCREEN ** CASE #16 SURPATI ENT, ONE PAGE 1 OF 4
1 DATE OF OPERATI ON: AUG 01, 2006
2 I N/ OUT- PATI ENT STATUS: OUTPATI ENT
3 SURGEON: SURSURGEON, ONE Data
4 PRI NCI PAL PRE- OP DI AGNCSI S: BENI GN LESI ONS ON NOSE — Elements
5 PRIN PRE-OP | CD DI AGNCSI S CODE:
6 OTHER PRECP DI AGNCSI S: ( MULTI PLE)
7 PRI NCl PAL PROCEDURE: REMOVE FACI AL LESI ONS
8 PLANNED PRI N PROCEDURE CODE:
9 OTHER PROCEDURES: (MULTI PLE)
10 HAI R REMOVAL BY:
11 HAI R REMOVAL METHOD:
12 HAI R REMOVAL COMVENTS: (WORD PROCESSI NG
13 TI ME PAT IN OR
14 MARKED SI TE CONFI RVED:
15 PREOPERATI VE | MAG NG CONFI RVED:
Enter Screen Server Function: 13
Time Patient In the OR: 13:00 AUG 1, 2006 AT 13: 00
The software processes the information and produces an update.
** SHORT SCREEN ** CASE #16 SURPATI ENT, ONE PAGE 1 OF 4
1 DATE OF OPERATI ON: AUG 01, 2006
2 I N/ OUT- PATI ENT STATUS: OUTPATI ENT
3 SURGEON: SURSURGEQN, ONE Data
4 PRI NCI PAL PRE- OP DI AGNCSI S: BENI GN LESI ONS ON NOSE ——— Elements
5 PRI N PRE-OP | CD DI AGNCSI S CODE:
6 OTHER PRECP DI AGNCSI S: ( MULTI PLE)
7 PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS
8 PLANNED PRI N PROCEDURE CODE:
9 OTHER PROCEDURES: (MJULTI PLE)
10 HAI R REMOVAL BY:
11 HAI R REMOVAL METHOD:
12 HAI R REMOVAL COMMVENTS: (WORD PROCESSI NG
13 TIME PAT IN OR AUG 1, 2006 AT 13:00
14 MARKED SI TE CONFI RMVED:
15 PRECPERATI VE | MAG NG CONFI RMVED:
Enter Screen Server Function:
August 2006 Surgery V. 3.0 User Manual 7
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Editing Data

Changing an existing entry is similar to entering. Once again, the user can type in the number for the data
element he/she wants to change and press <Enter >. In the following example, the number 3 was entered
to change the surgeon name. A new prompt appeared containing the existing value for the data element in
adefault format. We entered the new value, “ SURSURGEON,TWO.” The software immediately
processed this information and produced an updated screen.

** SHORT SCREEN **  CASE #16 SURPATI ENT, ONE PAGE 1 OF 4
1 DATE OF OPERATI O\: AUG 01, 2006
2 | N/ OUT- PATI ENT STATUS: OUTPATI ENT
3 SURGEON: SURSURGEON, ONE Data
4 PRI NCI PAL PRE- OP DI AGNOSI S: BENI GN LESI ONS ON NOSE <«———— Cements
5 PRI N PRE-OP | CD DI AGNOSI S CODE:
6 OTHER PRECP DI AGNCSI S: ( MULTI PLE)
7 PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS
8 PLANNED PRI N PROCEDURE CODE:;
9 OTHER PROCEDURES: (MULTI PLE)
10  HAI R REMOVAL BY:
11  HAI R REMOVAL METHOD:
12 HAIR REMOVAL COMMENTS:  (WORD PROCESS! NG)
13 TIME PAT IN OR AUG 1, 2006 AT 13:00
14  MARKED S| TE CONFI RVED:
15  PREOPERATI VE | MAGI NG CONFI RVED:
Enter Screen Server Function: 3
SURGEON:  SURSURGEON, ONE // SURSURGEON, TWO
The software processes the information and produces an update.
** SHORT SCREEN **  CASE #16 SURPATI ENT, ONE PAGE 1 OF 4
DATE OF OPERATI ON: AUG 01, 2006
| N/ OUT- PATI ENT STATUS: OUTPATI ENT
SURGEON: SURSURGEON, TWO Data
PRI NCI PAL PRE- OP DI AGNOSI S: BENI GN LESI ONS ON NOSE +————— Eiements
PRI N PRE-OP | CD DI AGNOSI S CODE:;

OTHER PREOP DI AGNOSI' S: ( MULTI PLE)

PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS
PLANNED PRI N PROCEDURE CODE:

OTHER PROCEDURES: (MJULTI PLE)

10 HAI R REMOVAL BY:

11 HAI R REMOVAL METHOD:

12 HAI R REMOVAL COMMVENTS: (WORD PROCESS| NG)

13 TIME PAT IN OR: AUG 1, 2006 AT 13:00
14 MARKED SI TE CONFI RVED:

15 PREOPERATI VE | MVAG NG CONFI RVED:

O©CoO~NOUOAWNPE

Enter Screen Server Function:

Turning Pages

No more than 15 data elements will fit on asingle Screen Server formatted page, but there can be as
many pages as needed. Because many screens contain more than one page of data elements, the screen
server provides the ability to move between the pages. Pages are numbered in the heading. To go back
one page, enter minus one (-1) at the action prompt. To go forward, enter plus one (+1) or press <Enter>.
The user can move more than one page by combining the minus or plus sign with the number of pages
needed to go backward or forward.
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Entering or Editing a Range of Data Elements

Colons and semicolons are used as delineators for ranges of item numbers. This allows the user to
respond to two or more data elements on the same page of a screen at one time. Typing a colon and/or
semicolon between the item numbers at the prompt tells the software what elements to display for editing.

Colons are used when the user wants to respond to al numbers within a sequence (for example, 2:5
means items 2, 3, 4, and 5). Semicolons are used to separate the item numbers for non-sequential items
(eg., 2,5;9;11 meansitems 2, 5, 9 and 11). To respond to all the data el ements on the page, enter “A” for
all.

Example 1. Colon
** STARTUP **  CASE #24 SURPATI ENT, TWO PAGE 2 OF 3

VALI D | D/ CONSENT CONFI RVED BY:

MARKED SI TE CONFI RVED:  YES

PREOPERATI VE | MAG NG CONFI RVED: | MAG NG NOT REQUI RED FOR THI S PROCEDURE
TIME QUT VERI FIED:  YES

MARKED SI TE COMMENTS: (WORD PROCESSI NG)

| MVAG NG CONFI RVED COMMENTS: (WORD PROCESSI NG)
TIME QUT VERI FI ED COVWENTS: (WORD PROCESSI NG)
ASA CLASS:

PREOP MOOD:

10 PREOP CONSCI QUS:

11 PREOP SKI N | NTEG

12 TRANS TO OR BY:

13 HAI R REMOVAL BY:

14 HAI R REMOVAL METHOD:

15 HAI R REMOVAL COMMVENTS: (WORD PROCESSI NG)

©oo~NoOObhwWNEF

Enter Screen Server Function: 8:13

ASA dass: 2 2-M LD DI STURB.

Preoperative Mod: RELAXED R

Preoperative Consci ousness: ALERT- ORI ENTED AO
Preoperative Skin Integrity: |NTACT |

Transported to O R By: STRETCHER

Preop Surgical Site Hair Renpval by: SURNURSE, ONE oS

Example 2: Semicolon

** STARTUP ** CASE #24 SURPATI ENT, TWO PAGE 1 OF 3
1 DATE OF OPERATI ON: APR 19, 2006 AT 800

2 PRI NCI PAL PRE- OP DI AGNOSI S: DEGENERATI VE JO NT DI SEASE

3 PRI N PRE-OP | CD DI AGNOSI S CODE:

4 OTHER PREOP DI AGNOSI S: ( MULTI PLE)

5 OPERATI NG ROOM Or4

6 SURGERY SPECI ALTY: ORTHOPEDI CS

7 MAJOR/ M NOR:

8 REQ POSTOP CARE: WARD

9 CASE SCHEDULE TYPE: ELECTI VE

10 REQ ANESTHESI A TECHNI QUE: GENERAL
11 PATI ENT EDUCATI ON/ ASSESSMENT: YES
12 CANCEL DATE:

13 CANCEL REASON:

14 CANCELLATI ON AVOl DABLE:

15 DELAY CAUSE: ( MULTI PLE)

Enter Screen Server Function: 5;7;
Operati ng Room OR4// OR2
Maj or or M nor: MAJOR
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Working with Multiples

The notation MULTIPLE indicates a data element that can have more than one answer. Some multiple
fields have severa layers of screens from which to respond. Navigating through the layers may seem
tedious at first, but the user will soon develop speed. Remember, the user can press the Enter key at the
prompt to go back to the main menu screen, or enter an up-arrow (") to go back to the previous screen.

In the following examples, there are other screens after theinitial (also called top-level) screen. With the

multiple screens, a new menu list is built with each entry.

Example: Multiples

** OPERATI ON **

POoO~NOURWNPRE

0

CASE #14 SURPATI ENT, THREE

TI ME PAT IN HOLD AREA: AUG 15, 2001 AT 740
TIME PAT IN OR: AUG 15, 2001 AT 800
MARKED SI TE CONFI RVED:  YES

PAGE 1 OF 3

PREOPERATI VE | MAG NG CONFI RVED: | MAG NG NOT REQUI RED FOR THI S PROCEDURE

TIME OUT VER FI ED: YES

MARKED S| TE COVMENTS: (WORD PROCESSI NG)

| MAG NG CONFI RVED COMMENTS: (WORD PROCESS! NG)
TIME QUT VERI FI ED COMVENTS: (WORD PROCESS| NG)
ANES CARE Tl ME BLOCK: ( MULTI PLE) ( DATA)

TI ME OPERATI ON BEGAN: AUG 15, 2001 AT 900

Enter Screen Server Function: <Enter>

** OPERATI ON **

©Coo~NoOOhhwWNE

CASE #14 SURPATI ENT, THREE

SPEC!I MENS: (WORD PROCESSI NG
CULTURES: (WORD PROCESS| NG)
THERVAL UNI T: ( MULTI PLE)

ELECTROCAUTERY UNI T:

ESU COAG RANGE:

ESU CUTTI NG RANGE:

TI ME TOURNI QUET APPLIED: (MULTI PLE)
PROSTHESI S | NSTALLED: ( MULTI PLE)
REPLACEMENT FLUI D TYPE: (MULTI PLE)

| RRI GATI ON: ( MULTI PLE)
MEDI CATI ONS: ( MULTI PLE) ( DATA)
SPONGE COUNT CORRECT (Y/N): YES
SHARPS COUNT CORRECT (Y/N): YES

| NSTRUVENT COUNT CORRECT (Y/N): YES
SPONGE, SHARPS, & | NST COUNTER:

Enter Screen Server Function: 8

10
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** SHORT SCREEN ** CASE #10 SURPATI ENT, FOUR PAGE 1 OF 1
ANESTHESI A TECHNI QUE

1 ANESTHESI A TECHNI QUE:  GENERAL
2 ANESTHESI A TECHNI QUE:  LOCAL
3 NEW ENTRY
Enter Screen Server Function: 1R
ANESTHESI A TECHNI QUE: GENERAL// <Enter>

The software processes the information and produces an update.

** SHORT SCREEN **  CASE #10 SURPATIENT, FOOR PAGE 1 OF 1
ANESTHESI A TECHNI QUE  (0)

1 ANESTHESI A TECHNI QUE:  GENERAL
2 PRI NCI PAL TECH:
3 ANESTHESI A AGENTS: (MULTI PLE)

Enter Screen Server Function: 3
** SHORT SCREEN ** CASE #10 SURPATIENT, FOUR PAGE 1 OF 1

0)
ANESTHESI A AGENTS

1 NEW ENTRY

Enter Screen Server Function: 1

Sel ect ANESTHESI A AGENTS: PROCAI NE HYDROCHLORI DE

ANESTHESI A AGENTS: PROCAI NE HYDROCHLORI DE // <Enter>
** SHORT SCREEN ** CASE #10 SURPATI ENT, FOUR PAGE 1 OF 1
ANESTHESI A TECHNI QUE (0)

ANESTHESI A AGENTS

1 ANESTHESI A AGENTS: PROCAI NE HYDROCHLORI DE
2 NEW ENTRY

Ent er Screen Server Function: <Enter>

The software processes the information and produces an update.

** SHORT SCREEN **  CASE #10 SURPATIENT, FOOR PAGE 1 OF 1
ANESTHESI A TECHNI QUE (0)

1 ANESTHESI A TECHNI QUE: GENERAL
2 PRI NCI PAL TECH:
3 ANESTHESI A AGENTS: ( MULTI PLE) ( DATA)

Enter Screen Server Function: <Enter>

The updating continues through to the top layer.

** SHORT SCREEN ** CASE #10 SURPATIENT, FOUR PAGE 1 CF 1
ANESTHESI A TECHNI QUE

ANESTHESI A TECHNI QUE: | NTRAVENQUS
ANESTHESI A TECHNI QUE:  LOCAL
ANESTHESI A TECHNI QUE: | NTRAVENQUS
NEW ENTRY

B WN P

Ent er Screen Server Function:
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Word Processing

The phrase “Word Processing” in the menu means that the user can enter as much data as needed to
complete the entry.

Following is an example of how we entered text on a Screen Server word processing field. Notice that we
pressed the Enter key after each line of text as there is no automatic word-wrap:

** SHORT SCREEN **  CASE #25 SURPATI ENT, FOUR PAGE 3 OF 4

1 SPONGE, SHARPS, & | NST COUNTER

2 COUNT VER FI ER

3 SURGERY SPECI ALTY: GENERAL

4 WWOUND CLASSI FI CATI O\

5  ATTEND SURG

6  ATTENDI NG CODE: LEVEL D. ATTENDING IN O R SUITE, | MVEDI ATELY AVAI LABLE
7 SPECI MENS: (WORD PROCESSI NG)

8  CULTURES: (WORD PROCESSI NG)

9  NURSI NG CARE COMMVENTS: (WORD PROCESSI NG)

10 ASA CLASS:

11 PRI NC ANESTHETI ST:

12 ANESTHESI A TECHNI QUE: ( MULTI PLE)

13 ANES CARE TI ME BLOCK: (MULTI PLE)
14 DELAY CAUSE: (MULTI PLE)
15 CANCEL DATE:

Enter Screen Server Function: 9

NURSI NG CARE COMMENTS:
1>Patient arrived anmbul atory from Anmbul atory Surgery Unit. <Enter>
2>Di scharged vi a wheel chair. Lidocaine applied topically. <Ent er >
3> <Enter>

EDI T Option: <Enter>

The software processes the information and produces an update.

** SHORT SCREEN **  CASE #25 SURPATI ENT, FOUR PAGE 3 OF 4
1 SPONGE, SHARPS, & | NST COUNTER

2 COUNT VER FIER

3 SURGERY SPECI ALTY: GENERAL

4 \WOUND CLASSI FI CATI O\

5  ATTEND SURG

6  ATTENDI NG CODE: LEVEL D. ATTENDING IN O.R SUITE, | MVEDI ATELY AVAI LABLE
7 SPECI MENS: (WORD PROCESSI NG)

8  CULTURES: (WORD PROCESSI NG)

9  NURSI NG CARE COMMVENTS: (WORD PROCESSI NG) ( DATA)

10 ASA CLASS:

11 PRI NC ANESTHETI ST:

12 ANESTHESI A TECHNI QUE: ( MULTI PLE)

13 ANES CARE TI ME BLOCK: (MULTI PLE)
14 DELAY CAUSE: (MULTI PLE)
15 CANCEL DATE:

Ent er Screen Server Function:
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Example: Operation Startup
Sel ect Operation Menu Option: OS Qperation Startup

©CoO~NOUA~WNPE

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1 OF 3

DATE OF OPERATI ON: DEC 06, 2004 AT 08:00

PRI NCI PAL PRE- OP DI AGNOSI S: DEGENERATI VE JO NT DI SEASE, L SHOULDER

PRI N PRE-OP | CD DI AGNCSI S CODE:
OTHER PREOP DI AGNCSI S: ( MULTI PLE)
OPERATI NG ROOM OR2

SURGERY SPEC!I ALTY: ORTHOPEDI CS
MAJOR/ M NOR:

REQ POSTOP CARE: WARD

CASE SCHEDULE TYPE: ELECTI VE

REQ ANESTHESI A TECHNI QUE: GENERAL
PATI ENT EDUCATI ON/ ASSESSMENT:
CANCEL DATE:

CANCEL REASON:

CANCELLATI ON AVO DABLE:

DELAY CAUSE: (MULTI PLE)

Enter Screen Server Function: 7;11
Major or Mnor: J MAIOR
Preoperative Patient Education: Y YES

©Coo~NoOOhhwWNE

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1 OF 3

DATE OF OPERATI ON: DEC 06, 2004 AT 08:00

PRI NCI PAL PRE- OP DI AGNOSI S: DEGENERATI VE JO NT DI SEASE, L SHOULDER

PRI N PRE-OP | CD DI AGNOSI S CODE:
OTHER PREOP DI AGNOSI S: ( MULTI PLE)
OPERATI NG ROOM OR2

SURGERY SPECI ALTY: ORTHOPEDI CS
MAJOR/ M NOR: MAJOR

REQ POSTOP CARE: WARD

CASE SCHEDULE TYPE: ELECTI VE

REQ ANESTHESI A TECHNI QUE: GENERAL
PATI ENT EDUCATI ON/ ASSESSMENT:  YES
CANCEL DATE:

CANCEL REASON:

CANCELLATI ON AVO DABLE:

DELAY CAUSE: (MULTI PLE)

Enter Screen Server Function: <Enter>

©CoOo~NoOOA~WNPE

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 2 OF 3

VALI D | D/ CONSENT CONFI RVED BY:

MARKED S| TE CONFI RVED:

PRECPERATI VE | MAGI NG CONFI RVED:

TIME QUT VER FI ED:

MARKED S| TE COWMENTS: (WORD PROCESS! NG)

| MAG NG CONFI RVED COMMVENTS: (WORD PROCESSI NG)
TIME OQUT VERI FI ED COMENTS: (WORD PROCESSI NG)
ASA CLASS:

PRECP MOOD:

PREOP CONSCI OUS:

PRECP SKI N | NTEG:

TRANS TO OR BY:

HAI R REMOVAL BY:

HAI R REMOVAL NETHOD:

HAI R REMOVAL COMMVENTS:  (WORD PROCESSI NG)

Enter Screen Server Function: A
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Person Confirm ng ID Band and Valid Consent: SURNURSE, ONE
Mark on Surgical Site Confirmed: YES
Preoperative | nmagi ng Confirned: YES
Tinme Qut Verification Conpleted (Y N): YES// <Enter>
Mark on Surgical Site Coments:
No exi sting text
Edit? NO/ <Enter>
I magi ng Confirnmed Comments:
No exi sting text
Edit? NO/ <Enter>
Time Qut Verification Comrents:
No exi sting text
Edit? NO/ <Enter>
ASA O ass: 2 2-MLD DI STURB.
Preoperative Mod: ?

Enter the code corresponding to the preoperative assessnment of the
patient’s enotional status upon arrival to the operating room

Screen prevents sel ection of inactive entries.

ANSWER W TH PATI ENT MOOD NAME, OR CODE

CHOOSE FROM
AG TATED AG
ANGRY ANG
ANX| OUS ANX
APATHETI C AP
DEPRESSED D
RELAXED R
TESTY AND | RRATE, SLEEPY BUF
Preoperative Mod: ANXI QUS ANX
Preoperative Consci ousness: AO ALERT- ORI ENTED AO

Preoperative Skin Integrity: |NTACT |
Transported to OR By: PACU BED

Preop Surgical Site Hair Renpval by: SURNURSE, TWO
Surgical Site Hair Renoval Method: N NO HAI R REMOVED

Hai r

Renoval Coment s:

No existing text
Edit? NO/ <Enter>

* %

©Coo~NoOOhhwWNPRF

STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 2 OF 3

VALI D | D/ CONSENT CONFI RVED BY: SURNURSE, ONE
MARKED SI TE CONFI RVED: YES

PREOPERATI VE | MAG NG CONFI RVED:  YES

TI ME QUT VERI FI ED: YES

MARKED SI TE COMMENTS: (WORD PROCESSI NG)

| MVAG NG CONFI RVED COMMENTS: (WORD PROCESSI NG)
TIME QUT VERI FI ED COVWENTS: (WORD PROCESSI NG)

ASA CLASS: 2-M LD DI STURB.
PREOP MOOD: ANXI QUS

PREOP CONSCI QUS: ALERT- ORI ENTED
PREOP SKI N | NTEG | NTACT

TRANS TO OR BY: PACU BED

HAI R REMOVAL BY: SURNURSE, TWO
HAI R REMOVAL METHCD: NO HAI R REMOVED

HAI R REMOVAL COMMENTS: (WORD PROCESSI NG)

Enter Screen Server Function: <Enter>
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** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 3 OF 3

SKI N PREPPED BY (1):

SKI N PREPPED BY (2):

SKI N PREP AGENTS:

SECOND SKI N PREP AGENT:

SURGERY POSI Tl ON: ( MULTI PLE) ( DATA)
RESTR & POSI TION Al DS:  (MJLTI PLE) ( DATA)
ELECTROGROUND POSI Tl ON:

ELECTROGROUND POSI TI ON (2)

O~NO O WN P

Enter Screen Server Function: A

Skin Prepped By: <Enter>

Skin Prepped By (2): <Enter>

Skin Preparation Agent: H Bl CLENS HI
Second Skin Preparation Agent: <Enter>

El ectroground Placenent: RAT RIGHT ANT THI GH
El ectroground Position (2):<Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1
SURGERY PCSI Tl ON

1 SURGERY POCsSI Tl ON: SUPI NE
2 NEW ENTRY

Enter Screen Server Function: 2
Sel ect SURGERY POSI TI ON:  SEM SUPI NE
ARE YOU ADDI NG ' SEM SUPI NEE AS A NEW SURGERY PCSI TI ON ( THE 2ND FOR THI S SURGERY)? Y (YES)
SURGERY PCSI TI ON: SEM SUPI NE/ / <Ent er >

** STARTUP ** CASE #159 SURPATI ENT, THREE PACE 1
SURGERY PCS|I TI ON  ( SEM SUPI NE)

1 SURGERY POCSI| Tl ON: SEM SUPI NE
2 TI ME PLACED:

Enter Screen Server Function: <Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1 OF 1
SURGERY PCSI Tl ON
1 SURGERY POCSI Tl ON: SUPI NE
2 SURGERY POCsI Tl ON: SEM SUPI NE

3 NEW ENTRY

Enter Screen Server Function: <Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1 OF 1
RESTR & POSI TI ON Al DS

1 RESTR & POSI TI ON Al DS: SAFETY STRAP
2 NEW ENTRY

Enter Screen Server Function: 2
Sel ect RESTR & PCSI TI ON Al DS: FOAM PADS
RESTR & PCSI TI ON Al DS: FOAM PADS// <Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE PAGE 1 OF 1
RESTR & PCSI TION Al DS ( FOAM PADS)

1 RESTR & POSI TI ON Al DS: FOAM PADS
2 APPLI ED BY:

Enter Screen Server Function: 2
Appl i ed By: SURNURSE, TWO
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** STARTUP ** CASE #159 SURPATI ENT, THREE

1
2

RESTR & PGCSI TION Al DS ( FOAM PADS)

RESTR & POSI TI ON Al DS: FOAM PADS

APPLI ED BY: SURNURSE, TWO

Ent er Screen Server Function: <Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE

1
2
3

RESTR & POSI TI ON Al DS

RESTR & POSI TI ON Al DS: SAFETY STRAP
RESTR & POSI TI ON Al DS: FOAM PADS
NEW ENTRY

Enter Screen Server Function: <Enter>

** STARTUP ** CASE #159 SURPATI ENT, THREE

O~NO O WNPE

SKI N PREPPED BY (1):
SKI N PREPPED BY (2):

SKI N PREP AGENTS: HI Bl CLENS
SECOND SKI N PREP AGENT:
SURGERY POSI Tl ON: ( MULTI PLE) ( DATA)

RESTR & POSI TION AIDS:  ( MULTI PLE) ( DATA)
ELECTROGROUND PCSI TI ON: RI GHT ANT THI GH
ELECTROGROUND PCSI TI ON (2):

Enter Screen Server Function:

112

PAGE 1 OF 1

PAGE 1 OF 1

PAGE 3 OF 3

Surgery V. 3.0 User Manual

SR*3*153

August 2006



Enter PAC(U) Information
[SROMEN-PACU]

Personnel in the Post Anesthesia Care Unit (PACU) use the Enter PAC(U) Information option to enter the
admission and discharge times and scores.

Example: Entering PAC(U) Information
Sel ect Operation Menu Option: PAC Enter PAC(U) I|nformation

** PACU ** CASE #145 SURPATI ENT, NI NE PAGE 1 OF 1

1 ADMT PAC(U) TIME
2 PAC(U) ADM T SCORE:
3 PAC(U) DI SCH TI ME:

4  PAC(U) DI SCH SCORE:

Enter Screen Server Function: 1:4

PAC(U) Admi ssion Tine: 13:00 (APR 26, 1999@3: 00)
PAC(U) Admi ssion Score: 10

PAC(U) Di scharge Date/ Time: 14:00 (APR 26, 1999@4: 00)
PAC(U) Di scharge Score: 10

** PACU **  CASE #145 SURPATI ENT, NI NE PAGE 1 OF 1
1 ADMT PAC(U) TIME APR 26, 1999 AT 13: 00

2 PAC(U) ADM T SCORE: 10

3 PAC(U) DI SCH TI ME: APR 26, 1999 AT 14: 00

4 PAC(U) DI SCH SCORE: 10

Ent er Screen Server Function:
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Operation (Short Screen)
[SROMEN-OUT]

The Operation (Short Screen) option provides a three-page screen of information concerning a surgical
procedure performed on a patient. The Operation (Short Screen) option allows the nurse or surgeon to
easily enter data relating to the operation during, and shortly after, the actual procedure. This time-saving
option can replace the Operation Startup option, the Operation option, and the Post Operation option for
minor surgeries.

When only one anesthesia technique is entered, the software will assume that it is the principal anesthesia
technique for the case. Some data fields may be automatically pre-populated if the case was booked in
advance.

Example: Operation Short Screen
Sel ect Qperation Menu Option: OSS Qperation (Short Screen)

** SHORT SCREEN ** CASE #186 SURPATI ENT, TWELVE PAGE 1 OF 4

DATE OF OPERATI ON: MAR 09, 2005

| N/ QUT- PATI ENT STATUS: QUTPATI ENT

SURGEON: SURSURGEQN, FOUR

PRI NCI PAL PRE- OP DI AGNOSI S: BENI GN LESI ONS ON NOSE
PRI N PRE-OP | CD DI AGNCSI S CODE:

OTHER PREOCP DI AGNCSI S: ( MULTI PLE)

PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS
PLANNED PRI N PROCEDURE CODE: 17000

OTHER PROCEDURES: (MULTI PLE)

10 HAI R REMOVAL BY:

11 HAI R REMOVAL METHCD:

12 HAI R REMOVAL COMMENTS: (WORD PROCESSI NG)
13 TIME PAT IN OR:

14 MARKED SI TE CONFI RVED:

15 PREOPERATI VE | MAG NG CONFI RVED:

©CoOo~NoOOA~WNPE

Enter Screen Server Function: 13:15

Tinme Patient In the OR: 13:00 (MAR 09, 2005@l3: 00)
Mark on Surgical Site Confirmed: Y YES

Preoperative | magi ng Confirned: ?

Enter YES if the inmaging data was confirned, "I" if there was no imagi ng
required, or "NO' if the i mage was not vi ewed.
Choose from

Y YES
| I MVAG NG NOT' REQUI RED FOR THI S PROCEDURE
N NO - | MAG NG REQUI RED BUT NOT VI EVED (see CORRECT SURGERY COMMEN
TS)
Preoperative Imagi ng Confirned: | | MAG NG NOT REQUI RED FOR TH S PROCEDURE
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SHORT SCREEN ** CASE #186 SURPATI ENT, TVELVE

DATE OF OPERATI ON: MAR 09, 2005

I N/ OUT- PATI ENT STATUS: OUTPATI ENT

SURGEON: SURSURGEON, FOUR

PRI NCI PAL PRE- OP DI AGNOSI S: BENI GN LESI ONS ON NOSE
PRI N PRE-OP | CD DI AGNCSI S CODE:

OTHER PREOP DI AGNCSI S: ( MULTI PLE)

PRI NCI PAL PROCEDURE: REMOVE FACI AL LESI ONS
PLANNED PRI N PROCEDURE CODE: 17000

OTHER PROCEDURES: (MULTI PLE)

HAI R REMOVAL BY:

HAI R REMOVAL METHCD:

HAI R REMOVAL COMMENTS: (WORD PROCESSI NG)
TIME PAT IN OR: MAR 09, 2005 AT 13:00
MARKED SI TE CONFI RVED:  YES

PREOPERATI VE | MAG NG CONFI RVED: | MAG NG NOT' REQUI RED FOR THI S PROCEDURE

Enter Screen Server Function: <Enter>

** SHORT SCREEN ** CASE #186 SURPATI ENT, TVELVE

1 TI ME QUT VERI Fl ED:

2 MARKED SI TE COMMENTS: (WORD PROCESSI NG)

3 | MVAG NG CONFI RVED COMMENTS: (WORD PROCESSI NG

4 TIME QUT VERI FI ED COWENTS: (WORD PROCESSI NG)

5 TI ME OPERATI ON BEGAN:

6 TI ME OPERATI ON ENDS:

7 TI ME PAT QUT OR:

8 |V STARTED BY:

9 OR Cl RC SUPPORT: (MULTI PLE)

10 OR SCRUB SUPPORT: (MULTI PLE)

11  OPERATI NG ROOM OR3

12 FI RST ASST: SURSURGEON, THI RTY

13 SPONGE COUNT CORRECT (Y/ N):

14  SHARPS COUNT CORRECT (Y/N):

15 | NSTRUMENT COUNT CORRECT (Y/N):

Enter Screen Server Function: 1;5:7

Tinme Qut Verification Conpleted (Y N): Y YES

Time the Operation Began: 13:10 (MAR 09, 2005@3: 10)

Time the Operation Ends: 13:36 (MAR 09, 2005@l3: 36)

Tinme Patient Qut of the OR : 13:40 (MAR 09, 2005@3: 40)
** SHORT SCREEN ** CASE #186 SURPATI ENT, TVELVE

1 TI ME QUT VERI Fl ED: YES

2 MARKED SI TE COMMENTS: (WORD PROCESSI NG)

3 | MAG NG CONFI RVED COMMENTS: (WORD PROCESSI NG

4 TIME QUT VERI FI ED COWENTS: (WORD PROCESSI NG)

5 TI ME OPERATI ON BEGAN: MAR 09, 2005 at 13:10

6 TI ME OPERATI ON ENDS: MAR 09, 2005 AT 13: 36

7 TI ME PAT QUT OR: MAR 09, 2005 AT 13:40

8 |V STARTED BY:

9 OR Cl RC SUPPORT: (MULTI PLE)

10 OR SCRUB SUPPORT: (MULTI PLE)

11  OPERATI NG ROOM OR3

12 FI RST ASST: SURSURGEON, THI RTY

13 SPONGE COUNT CORRECT (Y/ N):

14  SHARPS COUNT CORRECT (Y/N):

15 | NSTRUMENT COUNT CORRECT (Y/N):

Enter Screen Server Function: <Enter>
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** SHORT SCREEN ** CASE #186 SURPATI ENT, TVELVE PAGE 3 OF 4

1 SPONGE, SHARPS, & | NST COUNTER
2 COUNT VER FIER

3 SURGERY SPECI ALTY: PLASTI C SURGERY (| NCLUDES HEAD AND NECK)
4 \WOUND CLASSI FI CATI O\

5  ATTEND SURG SURSURGEON, TWO

6  ATTENDI NG CODE:

7 SPECI MENS: (WORD PROCESSI NG)

8  CULTURES: (WORD PROCESSI NG)

9  NURSI NG CARE COMMVENTS: (WORD PROCESSI NG)

10 ASA CLASS:

11 PRI NC ANESTHETI ST: SURANESTHETI ST, FOUR
12 ANESTHESI A TECHNI QUE:  ( MULTI PLE)

13 ANES CARE TI ME BLOCK: ( MULTI PLE)

14 DELAY CAUSE: (MULTI PLE)

15 CANCEL DATE:

Enter Screen Server Function: 6;9
Attendi ng Code: A LEVEL A: ATTENDI NG DO NG THE OPERATI ON
Nur si ng Care Conments:
1>PATI ENT ARRI VED AMBULATORY FROM AMBULATORY
2>SURGERY UNI T. DI SCHARGED VI A WHEELCHAI R, AWAKE,
3>ALERT, ORI ENTED.
4><Ent er >
EDI T Option: <Enter>

** SHORT SCREEN **  CASE #186 SURPATI ENT, TWELVE PAGE 3 OF 4
1 SPONGE, SHARPS, & | NST COUNTER
2 COUNT VER FI ER
3 SURGERY SPECI ALTY: PLASTI C SURGERY (| NCLUDES HEAD AND NECK)
4 WWOUND CLASSI FI CATI ON:
5  ATTEND SURG SURSURGEQN, TWO
6  ATTENDI NG CODE: LEVEL A: ATTENDI NG DO NG THE OPERATI ON
7 SPECI MENS: (WORD PROCESSI NG)
8  CULTURES: (WORD PROCESSI NG)
9  NURSI NG CARE COMMVENTS: (WORD PROCESSI NG) (DATA)

10 ASA CLASS:

11 PRI NC ANESTHET! ST: SURANESTHETI ST, FOUR
12 ANESTHESI A TECHNI QUE:  ( MULTI PLE)

13 ANES CARE TI ME BLOCK:  (MULTI PLE)

14 DELAY CAUSE: (MULTI PLE)

15 CANCEL DATE:

Enter Screen Server Function: <Enter>
** SHORT SCREEN ** CASE #186 SURPATI ENT, TWELVE PAGE 4 OF 4

1 CANCEL REASON:

Ent er Screen Server Function:
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Nurse Intraoperative Report - Before Electronic Signature

Upon selecting the Nurse Intraoperative Report option, if the Nurse Intraoperative Report is not signed,
the report will begin displaying on the screen. The Nurse Intraoperative Report displays key fields on the
first page. Severa of these fields are required before the software will allow the user to electronically sign
the report. If any required fields are left blank, awarning will appear prompting the user to provide the
missing information.

The Nurse Intraoperative Report must have the TIME PAT IN OR field and the TIME PAT OUT OR
field entered prior to electronic signature. The MARKED SITE CONFIRMED, TIME OUT VERIFIED,
PREOPERATIVE IMAGING CONFIRMED, and HAIR REMOVAL BY fields are also required before
this report can be electronically signed. Additionaly, if the COUNT VERIFIER field has been entered,
the SPONGE COUNT CORRECT (Y/N) field, SHARPS COUNT CORRECT (Y/N) field,
INSTRUMENT COUNT CORRECT (Y/N) field, and the SPONGE, SHARPS, & INST COUNTER field
will also be required before the Nurse I ntraoperative Report can be electronically signed.

Entering the TIME PAT OUT OR field triggers an dert that is sent to the nurse responsible for
(é’if signing the report. By acting on the alert, the nurse accesses the Nurse Intraoper ative Report
&P option to electronically sign the report.

At the bottom of the first screen is the prompt, " Press <return> to continue, 'A' to access Nurse
Intraoperative Report functions or "M to exit:". The Nurse Intraoperative Report functions, accessed by
entering A at the prompt, allow the user to edit the report, to view or print the report, or to electronically
sign the report.

Example: First page of the Nurse Intraoperative Report
Sel ect Qperation Menu Option: NR Nurse |ntraoperative Report

SURPATI ENT, TEN (000- 12- 3456)
MEDI CAL RECORD NURSE | NTRAOPERATI VE REPORT - CASE #267226 PAGE 1

Operating Room BO ORL Surgical Priority: ELECTIVE

Patient in Hold: JUL 12, 2004 07:30 Patient in OR  JUL 12, 2004 08:00
Operation Begin: JUL 12, 2004 08:58 Qperation End: JUL 12, 2004 12:10
Surgeon in OR JUL 12, 2004 07:55 Patient Qut OR JUL 12, 2004 12:45

Maj or Operati ons Perfornmed:
Primary: MR

Wound d assification: CLEAN
Operation Disposition: SICU
Di scharged Via: | CU BED

Sur geon: SURSURGEON, THREE Fi rst Assist: SURSURGEON, FOUR
Attend Surg: SURSURGEON, THREE Second Assist: NA
Anest heti st: SURANESTHETI ST, SEVEN Assi stant Anesth: N A

Press <return> to continue, 'A to access Nurse |ntraoperative Report
functions, or '"' to exit: A
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After the user enters an A at the prompt, the Nurse I ntraoperative Report functions are displayed. The
following examples demonstrate how these three functions are accessed and how they operate.
If the user enters a 1, the Nurse Intraoperative Report data can be edited.

Example: Editing the Nurse I ntraoper ative Report
SURPATI ENT, TEN (000- 12-3456)  Case #267226 - JUL 12, 2004

Nurse | ntraoperative Report Functions:

1. Edit report information
2. Print/View report from begi nni ng
3. Sign the report electronically

Sel ect nunber: 2// 1

** NURSE | NTRACP ** CASE #267226 SURPATI ENT, TEN PAGE 1 OF 6

SPONGE COUNT CORRECT (Y/N):

SHARPS COUNT CORRECT (Y/N): YES

| NSTRUVENT COUNT CORRECT (Y/N): NOT APPLI CABLE
SPONGE, SHARPS, & | NST COUNTER SURNURSE, FOUR
COUNT VER! FI ER SURNURSE, FI VE

TIME PAT IN HOLD AREA: JUL 12, 2004 AT 07:30
TIME PAT IN OR JUL 12, 2004 AT 08: 00
MARKED SI TE CONFI RVED: YES

PREOPERATI VE | MAGI NG CONFI RVED:  YES

10 TIME OUT VERI FIED: YES

11  MARKED SI TE COWENTS: (WORD PROCESSI NG)

12 I MAG NG CONFI RVED COMVENTS: (WORD PROCESSI NG)
13 TIME OUT VERI FI ED COMVENTS: (WORD PROCESSI NG)
14  TIME OPERATI ON BEGAN: JUL 12, 2004 AT 08: 58
15  TIME OPERATION ENDS: JUL 12, 2004 AT 12:10

©CoOoO~NOUOA~WNPE

Ent er Screen Server Function: <Enter>

** NURSE | NTRACP ** CASE #267226 SURPATI ENT, TEN PAGE 2 OF 6

1 SURG PRESENT TI ME: JUL 12, 2004 AT 07:55
2 TI ME PAT QUT OR: JUL 12, 2004 AT 12:45
3 PRI NCl PAL PROCEDURE: MWR

4 OTHER PROCEDURES: (MULTI PLE)

5 WOUND CLASSI FI CATI ON:  CLEAN

6 OP DI SPCSI Tl ON: S| CU

7 MAJOR/ M NOR:

8 OPERATI NG ROOM BO OR1

9 CASE SCHEDULE TYPE: ELECTI VE

10 SURGEON: SURSURGEON, THREE

11  ATTEND SURG SURSURGEQON, THREE

12 FI RST ASST: SURSURGEON, FOUR

13 SECOND ASST:
14 PRI NC ANESTHETI ST:  SURANESTHETI ST, SEVEN
15 ASST ANESTHETI ST:

Enter Screen Server Function: 5
Wund d assification: CLEAN/ CONTAM NATED CONTAM NATED
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NURSE | NTRACP ** CASE #267226 SURPATI ENT, TEN PAGE 2 OF

6

6

If SHAVING or OTHER is entered as the
Hair Removal Method, then Hair Removal
Comments must be entered before the
report can be electronically signed.

1 SURG PRESENT TI ME: JUL 12, 2004 AT 07:55

2 TI ME PAT OUT OR: JUL 12, 2004 AT 12:45

3 PRI NCI PAL PROCEDURE: MWR

4 OTHER PROCEDURES: (MULTI PLE)

5 WOUND CLASSI FI CATI ON: CONTAM NATED

6 OP DI SPCSI TI ON: S| CU

7 MAJOR/ M NOR:

8 OPERATI NG ROOM BO OR1

9 CASE SCHEDULE TYPE: ELECTI VE

10 SURGEON: SURSURGEQON, THREE

11 ATTEND SURG SURSURGEQON, THREE

12 FI RST ASST: SURSURGEQN, FOUR

13 SECOND ASST:

14 PRI NC ANESTHETI ST: SURANESTHETI ST, SEVEN

15 ASST ANESTHETI ST:

Enter Screen Server Function: 7

** NURSE | NTRAOP ** CASE #267226 SURPATI ENT, TEN PAGE 3 OF
1 OTHER SCRUBBED ASS| STANTS: (MJLTI PLE)

2 OR SCRUB SUPPORT: (MULTI PLE)

3 OR Cl RC SUPPORT: (MULTI PLE)

4 OTHER PERSONS I N OR: (MULTI PLE)

5 PRECP MOQOD: ANXI QUS

6 PREOP CONSCI QUS: ALERT- ORI ENTED

7 PREOP SKI N | NTEG | NTACT

8 PRECP CONVERSE: NOT ANSVER QUESTI ONS
9 VALI D | D/ CONSENT CONFI RVED BY: SURSURGEQON, FOUR
10 HAI R REMOVAL BY: SURNURSE, FI VE

11 HAI R REMOVAL METHOD: OTHER

12 HAI R REMOVAL COMVENTS: (WORD PROCESSI NG) ( DATA)
13 SKI N PREPPED BY (1): SURNURSE, FI VE

14 SKI' N PREPPED BY (2):

15 SKI N PREP AGENTS: BETADI NE

N

Enter Screen Server Function:

At the Nurse Intraoperative Report functions, the report can be pr

Example: Printing the Nurse I ntraoperative Report

SURPATI ENT, TEN ( 000- 12- 3456) Case #267226 - JUL 12, 2004
Nurse | ntraoperative Report Functions:
1. Edit report information
2. Print/View report from begi nni ng

3. Sign the report electronically

Sel ect nunber:

2/ <Enter>

inted if the user entersa 2.

printout follows-
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NOTE DATED: 07/12/2004 08:00 NURSE | NTRAOPERATI VE REPORT

SUBJECT: Case #: 267226

Operating Room BO OR1 Surgical Priority: ELECTIVE

Patient in Hold: JUL 12, 2004 07:30 Patient in OR JUL 12, 2004 08:00
Operation Begin: JUL 12, 2004 08:58 Qperation End: JUL 12, 2004 12:10
Surgeon in OR JuL 12, 2004 07:55 Patient Qut OR JUL 12, 2004 12:45

Maj or Operations Perforned:
Primary: MR

Wound C assificati on: CONTAM NATED
Operation Disposition: SICU
Di scharged Via: | CU BED

Sur geon: SURSURGEON, THREE Fi rst Assist: SURSURGEON, FOUR
Attend Surg: SURSURGEON, THREE Second Assist: NA
Anest heti st: SURANESTHETI ST, SEVEN Assi stant Anesth: N A

O her Scrubbed Assistants: N A

OR Support Personnel :
Scr ubbed Circulating
SURNURSE, ONE ( FULLY TRAI NED) SURNURSE, FI VE (FULLY TRAI NED)
SURNURSE, FOUR (FULLY TRAI NED)

O her Persons in OR NA

Preop Mdod: ANXI QUS Preop Consc: ALERT- ORI ENTED
Preop Skin Integ: |NTACT Preop Converse: N A

Valid Consent/ID Band Confirned By: SURSURGEON, FOUR
Mark on Surgical Site Confirmed: YES
Marked Site Conments: NO COMVENTS ENTERED

Preoperative I magi ng Confirmed: YES
I magi ng Confirnmed Comments: NO COMVENTS ENTERED

Tinme Qut Verification Conpleted: YES
Tinme Qut Verified Comments: NO COMMENTS ENTERED

Skin Prep By: SURNURSE, FOUR Skin Prep Agent: BETADI NE SCRUB
Skin Prep By (2): SURNURSE, FI VE 2nd Skin Prep Agent: POVI DONE | ODI NE

Preop Surgical Site Hair Renpbval by: SURNURSE, FI VE
Surgical Site Hair Renoval Method: OTHER
Hai r Renoval Comments: SHAVI NG AND DEPI LATORY COVBI NATI ON USED.

Surgery Position(s):

SUPI NE Placed: N A
Restraints and Position Aids:
SAFETY STRAP Applied By: NA
ARNMBOARD Applied By: NA
FOAM PADS Applied By: NA
KCODEL PAD Applied By: NA
STl RRUPS Applied By: NA
El ectrocautery Unit: 8845, 5512
ESU Coagul ati on Range: 50- 35
ESU Cutting Range: 35-35
El ectroground Position(s): Rl GHT BUTTOCK
LEFT BUTTOCK
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Material Sent to Laboratory for Analysis:
Speci nens:

1. MTRAL VALVE

Cul tures: NA

Anest hesi a Techni que(s):
GENERAL (PRI NCI PAL)
Tubes and Drains:
#16FOLEY, #18NGTUBE, #36 &2 #32RA CHEST TUBES
Tourni quet: N A
Thermal Unit: NA
Prosthesis Install ed:

Item M TRAL VALVE
Vendor: BAXTER EDWARDS

Model : 6900
Lot/ Serial Nunber: GY0755 Sterile Resp: MANUFACTURER
Si ze: 29MM Quantity: 1

Medi cations: N A
Irrigation Solution(s):
HEPARI NI ZED SALI NE
NORMAL SALI NE
COLD SALI NE
Bl ood Repl acenent Fluids: NA

Sponge Count :

Shar ps Count : YES
I nstrunent Count: NOT APPLI CABLE
Count er: SURNURSE, FOUR

Counts Verified By: SURNURSE, FI VE

Dressing: DSD, PAPER TAPE, MEPCORE
Packi ng: NONE

Bl ood Loss: 800 m Urine Qutput: 750 m
Post operative Mod: RELAXED
Post operati ve Consci ousness: ANESTHETI ZED
Post operative Skin Integrity: SUTURED | NCl SI ON
Post operative Skin Col or: N A
Laser Unit(s): NA
Sequenti al Conpression Device: NO
Cel |l Saver(s): NA
Devi ces: N A
Nur si ng Care Conments:
PATI ENT STATES HE | S ALLERG C TO PCN. ALL WRVAMC | NTRACPERATI VE NURSI NG

STANDARDS WERE MONI TORED THROUGHOUT THE PROCEDURE. VANCYMYCI N PASTE WAS
APPLI ED TO STERNUM

August 2006 Surgery V. 3.0 User Manual
SR*3*153

145



To electronically sign the report, the user enters a 3 at the Nurse Intraoperative Report functions prompt.

Example: Signing the Nurse I ntraoperative Report

SURPATI ENT, TEN ( 000- 12- 3456) Case #267226 - JUL 12, 2004

Nurse I ntraoperative Report Functions:
1. Edit report information
2. Print/View report from begi nni ng
3. Sign the report el ectronically

Sel ect nunber: 2// 3

The Nurse Intraoperative Report may only be signed by acirculating nurse on the case. At the
time of electronic signature, the software checks for datain key fields. The nurse will not be able
to sign the report if the TIME PATIENT IN OR field and the TIME PATIENT OUT OF OR

fields are not entered. The MARKED SITE CONFIRMED, TIME OUT VERIFIED,

?;1 PREOPERATIVE IMAGING CONFIRMED, and HAIR REMOVAL METHOD fields are also
required before this report can be electronically signed. Also, if the COUNT VERIFIER field is
entered, the other counts related fields must be populated. These count fields include the

following:

SPONGE COUNT CORRECT

SHARPS COUNT CORRECT (Y/N)
INSTRUMENT COUNT CORRECT (Y/N)
SPONGE, SHARPS, & INST COUNTER

If any of the key fields are missing, the software will require them to be entered prior to signature. In the
following example, the final sponge count must be entered before the nurse is allowed to electronically

sign the report.

Example: Missing Field Warning

The following information is required before this report may be signed:

Fi nal Sponge Count Correct (Y/N)

Do you want to enter this information? YES// YES

** NURSE | NTRAOP ** CASE #267226 SURPATI ENT, TEN PAGE 1 OF 6

SPONGE COUNT CORRECT (Y/N):

SHARPS COUNT CORRECT (Y/N): YES

I NSTRUMENT COUNT CORRECT (Y/N): NOT APPLI CABLE
SPONGE, SHARPS, & | NST COUNTER: SURNURSE, FOUR
COUNT VERI FI ER: SURNURSE, FI VE

TI ME PAT IN HOLD AREA: JUL 12, 2004 AT 07: 30
TIME PAT IN OR: JUL 12, 2004 AT 08:00
MARKED SI TE CONFI RVED:  YES

PREOPERATI VE | MAG NG CONFI RVED:  YES

10 TIME QUT VER FI ED: YES

11 MARKED SI TE COMMENTS: (WORD PROCESSI NG)

12 | MVAG NG CONFI RVED COMMENTS: (WORD PROCESSI NG)
13 TI ME QUT VERI FI ED COMWVENTS: (WORD PROCESSI NG)
14  TI ME OPERATI ON BEGAN: JUL 12, 2004 AT 08:58
15 TI ME OPERATI ON ENDS: JUL 12, 2004 AT 12:10

©oo~NoOOhhwWNE

Enter Screen Server Function: 1
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Fi nal Sponge Count Correct (Y/N: Y YES
** NURSE | NTRAOP ** CASE #267226 SURPATI ENT, TEN PAGE 1 OF 6

SPONGE COUNT CORRECT (Y/N): YES

SHARPS COUNT CORRECT (Y/N): YES

| NSTRUVENT COUNT CORRECT (Y/N): NOT APPLI CABLE
SPONGE, SHARPS, & | NST COUNTER SURNURSE, FOUR
COUNT VER! FI ER SURNURSE, FI VE

TIME PAT IN HOLD AREA: JUL 12, 2004 AT 07:30
TIME PAT IN OR JUL 12, 2004 AT 08: 00
MARKED SI TE CONFI RVED: YES

PREOPERATI VE | MAGI NG CONFI RVED:  YES

10 TIME OUT VER FIED: YES

11  MARKED SI TE COWMENTS: (WORD PROCESSI NG)

12 | MAG NG CONFI RVED COMVENTS: (WORD PROCESSI NG)
13 TIME OUT VERI FI ED COMVENTS: (WORD PROCESSI NG)
14  TIME OPERATI ON BEGAN: JUL 12, 2004 AT 08: 58
15  TIME OPERATION ENDS: JUL 12, 2004 AT 12:10

©CoO~NOUA~WNPE

Enter Screen Server Function: 7

If any of the correct surgery fields— MARKED SITE CONFIRMED, PREOPERATIVE
IMAGING CONFIRMED, and TIME OUT VERIFIED — are answered with “NO”, then the user
is prompted to enter information in the respective comments field. Entry in the commentsfield is
required, in such cases where “NO” has been entered, before the user can electronically sign the
Nurse Intraoperative Report.

SURPATI ENT, TEN ( 000- 12- 3456) Case #267226 - JUL 12, 2004
Nurse Intraoperative Report Functions:
1. Edit report information

2. Print/View report from beginning
3. Sign the report electronically

Sel ect nunber: 2// 3 Sign the report electronically When typing the electronic

signhature code, no
characters will display on
Press RETURN to continue... <Enter> screen.

Enter your Current Signature Code: XXX S| GNATURE VERI FI ED <€—

SURPATI ENT, TEN ( 000- 12- 3456) Case #267226 - JUL 12, 2004
* * The Nurse Intraoperative Report has been el ectronically signed. * *
Nurse I ntraoperative Report Functions:

1. Edit report information
2. Print/View report from beginning

Sel ect nunber: 2// ~
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Nurse Intraoperative Report - After Electronic Signature

After the report has been signed, any changesto the report will require a signed addendum.

Example: Editing the Signed Nur se Intraoper ative Report
SURPATI ENT, TEN (000- 12-3456)  Case #267226 - FEB 12, 2004

* * The Nurse Intraoperative Report has been el ectronically signed. * *
Nurse I ntraoperative Report Functions:

1. Edit report information
2. Print/View report from beginning

Sel ect number: 2// 1 Edit report information

If the Anesthesia Report and/or the Nurse Intraoperative Report is already signed, the following
warning will be displayed. If any data on either signed report is edited, an addendum to the
Anesthesia Report and/or to the Nurse Intraoperative Report will be required.

€

SURPATI ENT, TEN (000- 12- 3456) Case #267226 - FEB 12, 2004

>>> WARNI NG <<<

El ectronically signed reports are associated with this case. Editing
of data that appear on electronically signed reports will require the
creation of addenda to the signed reports.

Enter RETURN to continue or '~ to exit: <Enter>

First, the user makes the edits to the desired field.

** NURSE | NTRACP ** CASE #267226 SURPATI ENT, TEN PAGE 1 CF 6

SPONGE COUNT CORRECT (Y/N): YES
SHARPS COUNT CORRECT (Y/N): YES

| NSTRUMENT COUNT CORRECT (Y/N): NOT APPLI CABLE
SPONGE, SHARPS, & | NST COUNTER SURNURSE, FOUR
COUNT VERI FI ER: SURNURSE, FI VE

TIME PAT | N HOLD AREA: FEB 12, 2004 AT 07: 30
TIME PAT IN OR FEB 12, 2004 AT 08: 00
MARKED S| TE CONFI RVED: YES

PRECPERATI VE | MAGI NG CONFI RVED:  YES

10 TIME OUT VER FIED: YES

11  MARKED S| TE COMMENTS: (WORD PROCESSI NG

12 | MAG NG CONFI RVED COVMENTS: (WORD PROCESSI NG)
13 TIME OUT VER Fl ED COWENTS: (WORD PROCESSI NG)
14  TIME OPERATI ON BEGAN: JUL 12, 2004 AT 08: 58
15  TIME OPERATION ENDS: JUL 12, 2004 AT 12:10

©CoOo~NoOOA~WNPE

Enter Screen Server Function: 15
Time the Operation Ends: FEB 12,2004@2:10// 1230 (FEB 12, 2004@z2: 30)
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** NURSE | NTRAOP ** CASE #267226 SURPATI ENT, TEN PAGE 1 OF 6

SPONGE COUNT CORRECT (Y/N): YES

SHARPS COUNT CORRECT (Y/N): YES

| NSTRUVENT COUNT CORRECT (VY/N): NOT APPLI CABLE
SPONGE, SHARPS, & | NST COUNTER SURNURSE, FOUR
COUNT VER! FI ER SURNURSE, FI VE

TIME PAT IN HOLD AREA: JUL 12, 2004 AT 07: 30
TIME PAT IN OR JUL 12, 2004 AT 08:00
MARKED SI TE CONFI RVED: YES

PREOPERATI VE | MAGI NG CONFI RVED:  YES

10 TIME OUT VER FIED: YES

11  MARKED SI TE COWWENTS: (WORD PROCESS! NG)

12 I MAGI NG CONFI RVED COMVENTS: (WORD PROCESSI NG)
13 TIME OUT VERI FI ED COMVENTS: (WORD PROCESSI NG)
14  TIME OPERATI ON BEGAN: JUL 12, 2004 AT 08: 58
15  TIME OPERATI ON ENDS: JUL 12, 2004 AT 12:30

©CoOoO~NOUA~WNPE

Enter Screen Server Function: <Enter>

An addendum is required before the edit can be made to the signed report.

SURPATI ENT, TEN ( 000- 12- 3456) Case #267226 - JUL 12, 2004

An addendum to each of the followi ng el ectronically signed docunment(s)

required:

Nurse Intraoperative Report - Case #267226

If you choose not to create an addendum the original data will

to the nodified fields appearing on the signed reports.

Creat e addendunf? YES// <Enter>

Addendum for Case #267226 - JUL 12, 2004
Pati ent: SURPATI ENT, TEN ( 000- 12- 3456)

is

be restored

The Time the Operation Ends field was changed
fromJUL 12, 2004@2: 10
to JUL 12, 2004@2: 30

Enter RETURN to continue or '"~' to exit: <Enter>
Before the addendum is signed, comments may be added.
Example: Signing the Addendum

Comment : OPERATI ON END TI ME WAS CORRECTED.

Addendum for Case #267226 - JUL 12, 2004
Pati ent: SURPATI ENT, TEN ( 000- 12- 3456)

The Time the Operation Ends field was changed
fromJUL 12, 2004@z2: 10
to JUL 12, 2004@2: 30
Addendum Cormment : OPERATI ON END Tl ME WAS CORRECTED.
Enter RETURN to continue or '~ to exit:

Enter your Current Signature Code: XXX S| GNATURE VERI FI ED. .

Press RETURN to continue... <Enter>
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Example: Printing the Nurse I ntraoper ative Report
SURPATI ENT, TEN (000- 12-3456)  Case #267226 - JUL 12, 2004

* * The Nurse Intraoperative Report has been el ectronically signed. * *
Nurse I ntraoperative Report Functions:

1. Edit report information
2. Print/View report from begi nni ng

Sel ect nunber: 2// 2 Print/View report from begi nni ng
Do you want WORK copi es or CHART copi es? WORK// <Enter>

DEVI CE: HOVE// [Select Print Device]

printout follows-
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NOTE DATED: 07/12/2004 08:00 NURSE | NTRAOPERATI VE REPORT

SUBJECT: Case #: 267226

Operating Room BO OR1 Surgical Priority: ELECTIVE

Patient in Hold: JUL 12, 2004 07:30 Patient in OR JUL 12, 2004 08:00
Operation Begin: JUL 12, 2004 08:58 Qperation End: JUL 12, 2004 12:30
Surgeon in OR JuL 12, 2004 07:55 Patient Qut OR JUL 12, 2004 12:45

Maj or Operations Perforned:
Primary: MR

Wound C assificati on: CONTAM NATED
Operation Disposition: SICU
Di scharged Via: | CU BED

Sur geon: SURSURGEON, THREE Fi rst Assist: SURSURGEON, FOUR
Attend Surg: SURSURGEON, THREE Second Assist: NA
Anest heti st: SURANESTHETI ST, SEVEN Assi stant Anesth: N A

O her Scrubbed Assistants: N A

OR Support Personnel :
Scr ubbed Circulating
SURNURSE, ONE ( FULLY TRAI NED) SURNURSE, FI VE (FULLY TRAI NED)
SURNURSE, FOUR ( FULLY TRAI NED)

O her Persons in OR NA

Preop Mdod: ANXI OUS Preop Consc: ALERT- ORI ENTED
Preop Skin Integ: |NTACT Preop Converse: N A

Val id Consent/ 1D Band Confirmed By: SURSURGEQN, FOUR
Mark on Surgical Site Confirmed: YES
Marked Site Comrents: NO COMMVENTS ENTERED

Preoperative I magi ng Confirmed: YES
I magi ng Confirnmed Comments: NO COMVENTS ENTERED

Tine Qut Verification Conpleted: YES
Time Qut Verified Conments: NO COMMENTS ENTERED

Skin Prep By: SURNURSE, FOUR Skin Prep Agent: BETADI NE SCRUB
Skin Prep By (2): SURNURSE, FI VE 2nd Skin Prep Agent: POVI DONE | ODI NE

Preop Surgical Site Hair Renpbval by: SURNURSE, FI VE
Surgical Site Hair Renoval Method: OTHER
Hai r Renoval Comments: SHAVI NG AND DEPI LATORY COMBI NATI ON USED.

Surgery Position(s):

SUPI NE Pl aced: N A
Restraints and Position Aids:
SAFETY STRAP Applied By: NA
ARVBOARD Applied By: NA
FOAM PADS Applied By: NA
KODEL PAD Applied By: NA
STI RRUPS Applied By: NA
El ectrocautery Unit: 8845, 5512
ESU Coagul ati on Range: 50- 35
ESU Cutting Range: 35-35
El ectroground Position(s): Rl GHT BUTTOCK
LEFT BUTTOCK
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Material Sent to Laboratory for Analysis:
Speci nens:
1. MTRAL VALVE
Cultures: NA
Anest hesi a Techni que(s):
GENERAL (PRI NCI PAL)

Tubes and Drains:
#16FCLEY, #18NGTUBE, #36 &2 #32RA CHEST TUBES
Tourni quet: N A
Thermal Unit: NA
Prosthesis Installed:

Item M TRAL VALVE
Vendor: BAXTER EDWARDS

Model : 6900
Lot/ Serial Nunber: GY0755 Sterile Resp:
Size: 29MM Quantity: 1

Medi cations: N A

Irrigation Solution(s):
HEPARI NI ZED SALI NE
NORMAL SALI NE
COLD SALI NE

Bl ood Repl acenent Fluids: NA

Sponge Count : YES

Shar ps Count: YES

I nstrunent Count: NOT APPLI CABLE
Counter: SURNURSE, FOUR

Counts Verified By: SURNURSE, FI VE

Dressi ng: DSD, PAPER TAPE, MEPORE
Packi ng:  NONE

Bl ood Loss: 800 ni Urine Qutput: 750 m
Post operative Mod: RELAXED

Post oper ati ve Consci ousness: ANESTHETI ZED

Post operative Skin Integrity: SUTURED | NCI SI ON

Post operative Skin Col or: N A

Laser Unit(s): NA

Sequential Conpression Device: NO

Cel|l Saver(s): NA

Devices: N A

Nur si ng Care Commrents:

MANUFACTURER

PATI ENT STATES HE IS ALLERG C TO PCN. ALL WRVAMC | NTRACPERATI VE NURSI NG
STANDARDS WERE MONI TORED THROUGHOUT THE PROCEDURE. VANCYMYCI N PASTE WAS

APPLI ED TO STERNUM

Si gned by: /es/ FIVE SURNURSE
03/ 04/ 2004 10: 41
04/ 17/ 2004 16: 42 ADDENDUM

The Time the Qperation Ends field was changed
fromJUL 12, 2004@z2: 10
to JUL 12, 2004@2: 30
Addendum Cornment: OPERATI ON END TI ME WAS CORRECTED.

Si gned by: /es/ FIVE SURNURSE
07/ 17/ 2004 16: 42
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Perioperative Occurrences Menu
[SRO COMPLICATIONS MENU]

Surgeons use options within the Perioperative Occurrences Menu option to enter or edit occurrences that
occur before, during, and/or after a surgical procedure. It is aso possible to enter occurrences for a patient
who did not have a surgical procedure performed. The user can enter more than one occurrence per
patient.

(}—n' This option islocked with the SROCOMP key.

Occurrences will be included on the Chief of Surgery’s Morbidity & Mortality Reports.

Please review specific institution policy to determine what is considered an occurrence for any
category.

The options included in this menu are listed below. To the left of the option name is the shortcut synonym
the user can enter to select the option.

Shortcut Option Name

Intraoperative Occurrences (Enter/Edit)

Postoperative Occurrences (Enter/Edit)

Non-Operative Occurrences (Enter/Edit)

Update Satus of Returns Within 30 Days

Z|C|lZ2|0|—

Morbidity & Mortality Reports

Key Vocabulary

The following terms are used in this section.

Term Definition

Intraoperative Occurrence Occurrence that occurs during the procedure.

Postoperative Occurrence Occurrence that occurs after the procedure.

Non-Operative Occurrence | Occurrence that develops before a surgical procedure is performed.

April 2004 Surgery V. 3.0 User Manua 175



Intraoperative Occurrences (Enter/Edit)
[SRO INTRAOP COMP]

The Intraoperative Occurrences (Enter/Edit) option is used to add information about an occurrence that
occurs during the procedure. The user can also use this option to change the information. Occurrence
information will be reflected in the Chief of Surgery’s Morbidity & Mortality Report.

First, the user should select an operation. The software will then list any occurrences already entered for
that operation. The user may edit a previously entered occurrence or can type the word NEW and press
the <Enter> key to enter a new occurrence.

At the prompt "Enter a New Intraoperative Occurrence:” the user can enter two question marks (?7?) to get
alist of categories. Be sure to enter a category for all occurrences to satisfy Surgery Central Office
reporting needs.

Example: Entering Intraoperative Occurrences

Sel ect Perioperative Occurrences Menu Option: | Intraoperative Cccurrences (Enter/Edit)

Sel ect Patient: SURPATIENT, FI FTY 10- 28- 45 000459999
SURPATI ENT, FI FTY  000- 45- 9999
1. 06-30-99 CHOLECYSTECTOW ( COVPLETED)

2. 03-10-99 HEMORRHOI DECTOMY ( COVPLETED)

Sel ect Operation: 1

SURPATI ENT, FI FTY (000- 45-9999) Case #213
JUN 30, 1999 CHOLECYSTECTOW (CPT M SSI NG)

There are no Intraoperative Cccurrences entered for this case.

Enter a New I ntraoperative Cccurrence: CARDI AC ARREST REQUI RI NG CPR
NSQ P Definition (2006):
The absence of cardiac rhythm or presence of chaotic cardiac rhythm
that results in |loss of consciousness requiring the initiation of any
conmponent of basic and/or advanced cardiac |ife support. Patients with
AlCDs that fire but the patient does not | ose consci ousness shoul d be
excl uded.

CI CSP Definition (2004):

Indicate if there was any cardiac arrest requiring external or open
cardi opul nonary resuscitation (CPR) occurring in the operating room
I CU, ward, or out-of-hospital after the chest had been conpletely
closed and within 30 days of surgery.

Press RETURN to conti nue: <Enter>
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SURPATI ENT, FI FTY (000- 45-9999) Case #213
JUN 30, 1999 CHOLECYSTECTOW (CPT M SSI NG)

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Cccurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosi s Code:

4. Treatnent Instituted:

5. Qutcone to Date:

6. Cccurrence Coments:

Sel ect Cccurrence Information: 4:5

SURPATI ENT, FI FTY (000- 45- 9999)

Type of Treatment |nstituted: CPR
Qutconme to Date: ?

CHOOSE FROM
U UNRESOLVED
| | MPROVED
D DEATH
W WORSE
Qutcome to Date: | | MPROVED
SURPATI ENT, FI FTY (000- 45-9999) Case #213

JUN 30,1999 CHOLECYSTECTOW (CPT M SSI NG

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Di agnosi s Code:

4, Treatnent Instituted: CPR

5. Qutcone to Date: | MPROVED

6. Cccurrence Comments:

Sel ect Cccurrence | nformation:
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Postoperative Occurrences (Enter/Edit)
[SRO POSTOP COMP]

The Postoperative Occurrences (Enter/Edit) option is used to add information about an occurrence that
occurs after the procedure. The user can aso utilize this option to change the information. Occurrence
information will be reflected in the Chief of Surgery's Morbidity & Mortality Report.

First, the user selects an operation. The software will then list any occurrences already entered for that
operation. The user can choose to edit a previously entered occurrence or type the word NEW and press
the <Enter> key to enter a new occurrence.

At the prompt "Enter a New Postoperative Complication:" the user can enter two question marks (?7?) to
get alist of categories. Be sure to enter a category for all occurrences in order to satisfy Surgery Central
Office reporting needs.

Example: Entering a Postoper ative Occurrence

Sel ect Perioperative Cccurrences Menu Option: P Postoperative Occurrence (Enter/Edit)

Sel ect Patient: SURPATI ENT, SEVENTEEN 09-13-28 000455119
SURPATI ENT, SEVENTEEN R 000- 45-5119
1. 04-18-99 CRANI OTOWY ( COVPLETED)

2. 03-18-06 REPAI R | NCARCERATED | NGUI NAL HERNI A ( COVPLETED)

Sel ect Qperation: 2

SURPATI ENT, SEVENTEEN (000- 45- 5119) Case #202
MAR 18, 2006 REPAI R | NCARCERATED | NGUI NAL HERNI A (49505)

There are no Postoperative Cccurrences entered for this case.

Enter a New Postoperative Cccurrence: ACUTE RENAL FAI LURE
NSQ P Definition (2006):
In a patient who did not require dialysis preoperatively, worsening of
renal dysfunction (increase in serumcreatinine to >2.0 and two tines
nost recent preoperative creatinine |level) and postoperatively
requiring henodi al ysis, peritoneal dialysis, henofiltration,
hermodi afiltration or ultrafiltration.

TIP: If the patient refuses dialysis report as an occurrence because
he/ she did require dialysis.

Cl CSP Definition (2004):

Indicate if the patient devel oped new renal failure requiring dialysis
or experienced an exacerbation of preoperative renal failure requiring
initiation of dialysis (not on dialysis preoperatively) within 30 days
post operati vel y.

Press RETURN to continue: <Enter>
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SURPATI ENT, SEVENTEEN ( 000- 45-5119) Case #202
MAR 18, 2006 REPAI R | NCARCERATED | NGUI NAL HERNI A (49505)

1. Cccurrence: ACUTE RENAL FAl LURE
2. Occurrence Category: ACUTE RENAL FAl LURE
3. 1 CD Di agnosi s Code:

4., Treatnent Instituted:

5. Qutcone to Date:

6. Date Noted:

7. Qccurrence Conmments:

Sel ect Cccurrence Information: 4:6

SURPATI ENT, SEVENTEEN (000- 45-5119) Case #202
MAR 18, 2006 REPAI R | NCARCERATED | NGUI NAL HERNI A (49505)

Treatment |nstituted: ANTIBIOTl CS
Qutconme to Date: | | MPROVED
Dat e/ Ti me the Cccurrence was Noted: 3/20 (MAR 20, 2006)

SURPATI ENT, SEVENTEEN R (000- 45-5119) Case #202
MAR 18, 2006 REPAI R | NCARCERATED | NGUI NAL HERNI A (49505)

1. Cccurrence: ACUTE RENAL FAI LURE
2. Cccurrence Category: ACUTE RENAL FAI LURE
3. 1 CD Diagnosi s Code:

4. Treatnent Instituted: DIALYSIS

5. Qutcone to Date: | MPROVED

6. Date Noted: 03/ 20/ 06

7. Qccurrence Comments:

Sel ect Qccurrence | nformation:
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Non-Operative Occurrence (Enter/Edit)
[SROCOMP]

The Non-Operative Occurrence (Enter/Edit) option is used to enter or edit occurrences that are not related
to surgical procedures. A non-operative occurrence is an occurrence that develops before a surgical

procedure is performed.

At the "Occurrence Category:" prompt, the user can enter two question marks (?7?) to get alist of
categories. Be sure to enter a category for each occurrence in order to satisfy Surgery Central Office

reporting needs.

Example: Entering a Non-Operative Occurrence

Sel ect Perioperative Occurrences Menu Option: N Non-Operative Cccurrences (Enter/Edit)

NOTE: You are about to enter an occurrence for a patient that has not had an

operation during this adnmission. If this patient has a surgical procedure

during the current admi ssion, use the option to enter or edit intraoperative

and postoperative occurrences.

Sel ect PATI ENT NAME: SURPATI ENT, SEVENTEEN 09- 13- 28 000455119

SURPATI ENT, SEVENTEEN

1. ENTER A NEW NON- OPERATI VE OCCURRENCE

Sel ect Number: 1

Sel ect the Date of Cccurrence: T-2 (JUN 30, 2006)

Name of the Surgeon Treating the Conplication: SURSURGEQON, ONE

Name of the Attendi ng Surgeon: SURSURGEON, TWO

Sur gi cal Specialty: GENERAL(OR WHEN NOT DEFI NED BELOW

Sel ect NON- OPERATI VE OCCURRENCES: SYSTEM C SEPSI S
Cccurrence Category: SYSTEM C SEPSI S

NSQ P Definition (2006):
The body's response to insult can be docunented as one of two |evels
with the successive | evel building on the previous |evel. You should
only docunent the highest level identified using the criteria bel ow

1. Sepsis: Sepsis is the systemi c response to infection. Report this

variable if the patient has clinical signs and synptons of SIRS. SIRS is

a widespread inflammtory response to a variety of severe clinical
insults. This syndrone is clinically recognized by the presence of two
or nore of the follow ng:

- Tenp >38 degrees C or <36 degrees C

- HR >90 bpm

- RR >20 breaths/mn or PaCO2 <32 mHg(<4.3 kPa)

- WBC >12,000 cell/mmB, <4000 cells/nmB, or >10% i mmature (band)

forns
- Anion gap acidosis (this is defined by [sodium + potassiun] -

[chloride + CO2]. If this nunber is greater than 12, then an anion

gap acidosis is present.

and one of the foll ow ng:
- positive blood culture
- clinical docunentation of purulence at any site thought to be
causative

180 Surgery V. 3.0 User Manual
SR*3*153

August 2006



2. Severe Sepsis/Septic Shock: Sepsis is considered severe when it is
associ ated with organ and/or circul atory dysfunction. Report this
variable if the patient has the clinical signs and synptons of SIRS or
sepsi s AND docunented organ and/or circul atory dysfunction. Exanples of
organ dysfunction include: oliguria, acute alteration in nmental status,
acute respiratory distress. Exanples of circulatory dysfunction include:
hypot ensi on, requirenment of inotropic or vasopressor agents.

* For the patient that had sepsis preoperatively, worsening of any of
t he above signs postoperatively would be reported as a postoperative
sepsi s.

Exanpl es:

A patient cones into the energency roomw th signs of sepsis - WBC 31,
Tenperature 104. CT shows an abdomi nal abscess. He is given antibiotics
and is then taken enmergently to the OR to drain the abscess. He receives
anti biotics intraoperatively. Postoperatively his WBC and Tenper at ure
are trendi ng down.

PCD#1 WBC 24, Tenp 102

PCD#2 WBC 14, Tenp 100

PCD#3 WBC 10, Tenp 99
This patient does not have postoperative sepsis as his WBC and
Tenperature are inproving each postoperative day.

Patient conmes into the ERwith s/s of sepsis - WBC 31, Tenp 104. CT
shows an abdom nal abscess. He is given antibiotics and is taken
energently to the ORto drain the abscess. He receives antibiotics
intraoperatively. Postoperatively his WBC and Tenp are as foll ows:

PCD#1 WBC 28, Tenp 103

PCD#2 WBC 24, Tenp 102. 6

PCD#3 WBC 22, Tenp 102

PCD#4 WBC 21, Tenp 101.6

PCD#5 WBC 30, Tenp 104
This patient does have postoperative sepsis because on postoperative day
#5, his WBC and Tenperature increase. The patient is having worseni ng of
the defined signs of sepsis.

Treatnment |nstituted: ANTIBI OTl CS
Qutcone to Date: U UNRESOLVED
Cccurrence Comments:
1>Cancel schedul ed surgery for this week. Reschedule |ater.
2><Ent er >
EDI T Option: <Enter>

Press RETURN to conti nue
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Update Status of Returns Within 30 Days
[SRO UPDATE RETURNS]

The Update Satus of Returns Within 30 Days option will define a case as related or unrelated to another
case. When anew surgical caseis entered into the software, the user is asked whether it is related to any
previous cases within the past 30 days. This option is designed to update that information.

The user should first enter the patient name and select a case. The software will list any cases that
occurred within 30 days prior to the selected case and will indicate if the listed cases have been flagged as
related or unrelated. At this point the user may update the status of the cases listed.

Example: Updating Status of Returns Within 30 days

Sel ect Perioperative CQccurrences Menu Option: Update Status of Returns Wthin 3
0 Days

Sel ect Patient: SURPATIENT, SI XTY 03- 03- 59 000567821 NO NO
N- VETERAN ( OTHER)

SURPATI ENT, SI XTY  000- 56- 7821
1. 07-06-99 REPAIR | NGU NAL HERNI A ( COVPLETED)

2. 06-25-99  CHOLECYSTECTOW, APPENDECTOMY ( COVPLETED)
3. 06-23-99 CHOLEDOCHOTOMY ( COVPLETED)

4. 04-10-98 CRANI OTOWY ( COVPLETED)

Sel ect Qperation: 3

SURPATI ENT, SI XTY (000-56-7821) Case #62192 RETURNS TO SURGERY
JUN 23, 1999 CHOL EDOCHOTOWY

1. 07/06/99 REPAI R | NGUI NAL HERNI A - UNRELATED

2. 06/25/99 CHOLECYSTECTOWY - UNRELATED

Sel ect Nunber: 2

SURPATI ENT, SI XTY (000-56-7821) Case #62192 RETURNS TO SURGERY
JUN 23, 1999 CHOL EDOCHOTOWY

2. 06/25/99 CHOLECYSTECTOWY - UNRELATED

This return to surgery is currently defined as UNRELATED to the case sel ect ed.
Do you want to change this status ? NO/ Y
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SURPATI ENT, SI XTY (000-56-7821) Case #62192 RETURNS TO SURGERY
JUN 23, 1999 CHOL EDOCHOTOWY

1. 07/06/99 REPAI R | NGUI NAL HERNI A - UNRELATED

2. 06/25/99 CHOLECYSTECTOWY - RELATED

Sel ect Nunber:
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Morbidity & Mortality Reports
[SROMM]

The Morbidity & Mortality Reports option generates two reports: the Perioperative Occurrences Report
and the Mortality Report. The Perioperative Occurrences Report includes all cases that have occurrences,

both intraoperatively and postoperatively, and can be sorted by specialty, attending surgeon, or
occurrence category. The Mortality Report includes all cases performed within the selected date range
that had a death within 30 days after surgery, and sort by specialty within a date range. Each surgical

specialty will begin on a separate page.

After the user enters the date range, the software will ask whether to generate both reports. If the user
answers NO, the software will ask the user to select from the Perioperative Occurrences Report or the

Mortality Report.
These reports have a 132-column format and are designed to be copied to a printer.

Example 1: Printing the Perioperative Occurrences Report — Sorted by Specialty
Sel ect Perioperative Occurrences Menu Option: M Mrbidity & Mrtality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report
Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// <Enter>

Do you want to print this report for all Surgical Specialties ? YES// N
Print the report for which Specialty ? GENERAL (OR WHEN NOT DEFI NED BELOW
Sel ect an Additional Specialty <Enter>

This report is designed to use a 132 colum format.

Print the Report on which Device: [Select Print Device]

______ report follows-
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MAYBERRY, NC
SURG CAL SERVI CE

PERI OPERATI VE OCCURRENCES
FROM JUL 1,2006 TO JUL 31, 2006

PAGE 1

REVI EVED BY:
DATE REVI EVED:

DATE PRI NTED: AUG 22, 2006

PATI ENT PRI NCI PAL OPERATI ON OCCURRENCE(S) - (DATE) QUTCOVE
| D# TREATMENT
OPERATI ON DATE
GENERAL( OR WHEN NOT DEFI NED BELOW
SURPATI ENT, TVELVE REPAI R DI APHRAGVATI C HERNI A MYOCARDI AL | NFARCTI ON |
000-41-8719 ASPI RI N THERAPY
JUL 07, 2006@7: 15
URI NARY TRACT | NFECTION * (07/09/06) |
I'V ANTBI OTI CS
SURPATI ENT, FOURTEEN CHOLECYSTECTOMWY, APPENDECTOWY SUPERFI Cl AL WOUND | NFECTI ON * (08/02/ 06) |
000-45-7212 ANTI BI OTI CS
JUL 31, 2006@9: 00
QUTCOVES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
"*' Represents Postoperative Cccurrences
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Example 2: Printing the Perioperative Occurrences Report — Sorted by Attending Surgeon
Sel ect Perioperative COccurrences Menu Option: M Mrbidity & Mortality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report
Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// 2

Do you want to print this report for all Attendi ng Surgeons ? YES//N
Print the report for which Attendi ng Surgeon ? SURGEON, ONE

Sel ect an Additional Attending Surgeon: <Enter>

This report is designed to use a 132 col unm fornat.

Print the Report on which Device: [Select Print Device]

- report follows
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PERI OPERATI VE OCCURRENCES
FROM JUL 1,2006 TO JUL 31, 2006

MAYBERRY, NC
SURG CAL SERVI CE

PAGE 1

REVI EMED BY:
DATE REVI EVEED:

DATE PRI NTED: AUG 22, 2006

PATI ENT PRI NCI PAL OPERATI ON OCCURRENCE( S) - (DATE) OUTCOME
| D# TREATMENT
OPERATI ON DATE
ATTENDI NG SURGEQON, ONE
SURPATI ENT, TVELVE REPAI R DI APHRAGVATI C HERNI A MYCOCARDI AL | NFARCTI ON |
000-41-8719 ASPI R N THERAPY
JUL 07, 2006@7: 15
URI NARY TRACT | NFECTION * (07/09/06) |
IV ANTBI OTI CS
SURPATI ENT, THREE CARDI AC SURGERY REPEAT VENTI LATOR SUPPORT W IN 30 DAYS * |
000- 21- 2453 CABG
JUL 22, 2006@0: 00
SURPATI ENT, FOURTEEN CHOLECYSTECTOMY, APPENDECTOMY SUPERFI Cl AL WOUND | NFECTI ON * ( 08/ 02/ 06) |
000- 45- 7212 ANTI BI OTI CS
JUL 31, 2006@9: 00
OUTCOVES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
'*' Represents Postoperative Cccurrences
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Example 3: Printing the Perioperative Occurrences Report — Sorted by Occurrence Category

Sel ect Perioperative COccurrences Menu Option: M Mrbidity & Mortality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report

Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// 3

Do you want to print this report for all occurrence categories? YES// NO

Print the report for which Cccurrence Category ? ACUTE RENAL FAI LURE
NSQ P Definition (2006):
In a patient who did not require dialysis preoperatively, worsening of
renal dysfunction (increase in serumcreatinine to >2.0 and two tinmes
nost recent preoperative creatinine |evel) and postoperatively
requiring henodi al ysis, peritoneal dialysis, henofiltration,
henodi afiltration or ultrafiltration.

TIP: If the patient refuses dialysis report as an occurrence because
he/ she did require dialysis.

Cl CSP Definition (2004):
Indicate if the patient devel oped new renal failure requiring dialysis
or experienced an exacerbati on of preoperative renal failure requiring
initiation of dialysis (not on dialysis preoperatively) within 30 days
post operati vel y.

Sel ect an Additional Occurrence Category: <Enter>

This report is designed to use a 132 colum format.

Print the Report on which Device: [Select Print Device]

—————— report follows
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MAYBERRY, NC
SURG CAL SERVI CE
PERI OPERATI VE OCCURRENCES
FROM JUL 1,2006 TO JUL 31, 2006

REVI EMED BY:
DATE REVI EVEED:
DATE PRI NTED: AUG 22, 2006

PAGE 1

PATI ENT ATTENDI NG SURGEON OCCURRENCE('S) - (DATE) QUTCOVE
| D# SURG CAL SPECI ALTY TREATMENT
OPERATI ON DATE PRI NCI PAL OPERATI ON
CATEGORY: ACUTE RENAL FAI LURE
SURPATI ENT, SEVENTEEN SURGEON, TWO ACUTE RENAL FAI LURE |
000-45-5119 GENERAL DI ALYSI S
JUL 18, 2006@7: 15 REPAI R | NCARCERATED | NGUI NAL HERNI A
QUTCOMES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
'*' Represents Postoperative Cccurrences
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Example 4: Printing the Mortality Report

Sel ect Perioperative Cccurrences Menu Option: M Mrbidity & Mrtality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information

from cases conpleted within the date range sel ected.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report
Sel ect Number: (1-2): 2

Start with Date: 1/1/06 (JAN 01, 2006)
End with Date: 7/31/06 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>
This report is designed to use a 132 col unmm fornat.

Print the Report on which Device: [Select Print Device]

report follows
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OPERATI ON DATE

PATI ENT
| D#

MAYBERRY, NC

SURG CAL SERVI CE REVI EVED BY:

PAGE 1

MORTALI TY REPORT DATE REVI EVEED:

FROM JAN 1,2006 TO JUL 31, 2006

PRI NCl PAL OPERATI VE PROCEDURE

DATE PRI NTED: AUG 22, 2006

DATE OF DEATH
AUTOPSY ( Y/ N)

OTORHI NOLARYNGOLOGY ( ENT)

FEB 08,

FEB 19,

JUL 20,

186

2006

2006

2006

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, TWO
000-45-1982

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, TEN
000- 12- 3456

SURPATI ENT, FORTY
000-77-7777

LARYNGOSCOPY, BRONCHOSCOPY, ESOPHAGOGASTROSCOPY
BRONCHOSCOPY

Bl LATERAL NECK DI SECTI ON, LARYNGECTOWY

LI GATI ON LT I NTERNAL JUGLAR , EXPLORATORY LAPARATOWY
TRACH

LARYNGOSCOPY W BX, ESOPHAGOSCOPY
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FEB 09, 2006
FEB 26, 2006
NOT AVAI LABLE
FEB 09, 2006
FEB 09, 2006

FEB 21, 2006

NOV 01, 2006
NOT AVAI LABLE
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Nurse Intraoperative Report
[SRCODING NURSE REPORT]

The Nurse Intraoperative Report option is used by the coders to print the Nurse Intraoperative Report for
an operation. Thisreport is not available for non-O.R. procedures.

This report printsin an 80-column format and can be viewed on the screen or copied to a printer.

Example: Nurse Intraoperative Report

Sel ect CPT/1CD9 Update/ Verify Menu Option: NR Nurse |ntraoperative Report
DEVI CE: [Sel ect Print Device]

-- printout follows-
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NCTE DATED: 02/12/2002 08:00 NURSE | NTRAOPERATI VE REPORT

SUBJECT: Case #: 267226

Operating Room BO OR1 Surgical Priority: ELECTIVE

Patient in Hold: JUL 12, 2004 07:30 Patient in OR JUL 12, 2004 08:00
Operation Begin: JUL 12, 2004 08:58 Qperation End: JUL 12, 2004 12:10
Surgeon in OR JuL 12, 2004 07:55 Patient Qut OR JUL 12, 2004 12:15
Maj or Operations Perforned:

Primary: MR

G her: ATRI AL SEPTAL DEFECT REPAIR

O her: TEE

Wound C assification: CONTAM NATED

Operation Disposition: SICU
Di scharged Via: | CU BED

Sur geon: SURSURGEON, THREE First Assist: SURSURGEON, FOUR
Attend Surg: SURSURGEON, THREE Second Assist: NA
Anest heti st: SURANESTHETI ST, SEVEN Assi stant Anesth: NA

O her Scrubbed Assistants: NA

OR Support Personnel :
Scr ubbed Circulating
SURNURSE, ONE ( FULLY TRAI NED) SURNURSE, FI VE (FULLY TRAI NED)
SURNURSE, FOUR (FULLY TRAI NED)

O her Persons in OR NA

Preop Mod: ANXI QUS Preop Consc: ALERT- ORI ENTED
Preop Skin Integ: |NTACT Preop Converse: N A

Val id Consent/ 1D Band Confirmed By: SURSURGEQON, FOUR
Mark on Surgical Site Confirmed: YES
Marked Site Conments: NO COMVENTS ENTERED

Preoperative I magi ng Confirnmed: YES
I magi ng Confirned Comments: NO COMVENTS ENTERED

Tinme Qut Verification Conpleted: YES
Time Qut Verified Commrents: NO COMMVENTS ENTERED

Skin Prep By: SURNURSE, FOUR Skin Prep Agent: BETADI NE SCRUB
Skin Prep By (2): SURNURSE, FI VE 2nd Skin Prep Agent: POVI DONE | ODI NE

Preop Surgical Site Hair Renpbval by: SURNURSE, Fl VE
Surgical Site Hair Renoval Method: OTHER
Hai r Renoval Commrents: SHAVI NG AND DEPI LATORY COMBI NATI ON USED.

Surgery Position(s):

SUPI NE Placed: N A
Restraints and Position Aids:
SAFETY STRAP Applied By: NA
ARVBOARD Applied By: NA
FOAM PADS Applied By: NA
KODEL PAD Applied By: NA
STl RRUPS Applied By: NA
El ectrocautery Unit: 8845, 5512
ESU Coagul ati on Range: 50- 35
218 Surgery V. 3.0 User Manual

SR*3*153

August 2006



ESU Cutting Range: 35-35
El ectroground Position(s): Rl GHT BUTTOCK
LEFT BUTTOCK

Material Sent to Laboratory for Analysis:
Speci nens:

1. M TRAL VALVE

Cul tures: NA

Anest hesi a Techni que(s):
GENERAL (PRI NCI PAL)

Tubes and Drains:
#16FOLEY, #18NGTUBE, #36 &2 #32RA CHEST TUBES

Tourni quet: N A
Thermal Unit: NA

Prosthesis Install ed:
Item M TRAL VALVE
Vendor: BAXTER EDWARDS
Model : 6900
Lot/ Serial Nunmber: GYO755
Si ze: 29MM

Medi cations: N A
Irrigation Solution(s):
HEPARI NI ZED SALI NE
NORMAL SALI NE

COLD SALI NE

Bl ood Repl acenent Fluids: NA

Sponge Count : YES

Shar ps Count : YES

I nstrunent Count: NOT APPLI CABLE
Counter: SURNURSE, FOUR

Counts Verified By: SURNURSE, FI VE

Dressing: DSD, PAPER TAPE, MEPCRE
Packi ng:  NONE

Bl ood Loss: 800 m

Post operative Mod: RELAXED
Post operati ve Consci ousness: ANESTHETI ZED
Post operative Skin Integrity: SUTURED | NCl SI ON
Post operative Skin Col or: N A

Laser Unit(s): NA

Sequential Conpression Device: NO

Cell Saver(s): NA

Devices: NA

Si gned by: /es/ FlIVE SURNURSE

03/ 04/ 2002 10: 41

August 2006

Urine Qutput:

Sterile Resp: MANUFACTURER
Quantity: 1

750 m
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Non-OR Procedure Information
[SR NON-OR INFO]

The Non-OR Procedure Information option displays information on the selected non-OR procedure, with

the exception of the provider's dictated summary.
This report printsin an 80-column format and can be viewed on the screen.

Example: Non-OR Procedure Information
SURPATI ENT, FI FTEEN (000-98-1234)  Case #267260 - APR 22, 2002

w Updat e/ Veri fy Procedure/Di agnosi s Codes
R Qper ati on/ Procedur e Report
NR Nurse I ntraoperative Report
Pl Non- OR Procedure | nformation
Sel ect CPT/1CD9 Update/Verify Menu OQption: |  Non-O R Procedure |nformation

DEVI CE: HOVE// [Sel ect Print Device]

SURPATI ENT, FI FTEEN (000-98-1234) Age: 60 PAGE 1
NON- O. R. PROCEDURE - CASE #267260 Printed: AUG 04, 2004@4: 40
Med. Specialty: GENERAL Location: NON OR

Princi pal Diagnosis: LARYNGEAL/ TRACHEAL BURN
Provi der: SURSURGEQN, FI FTEEN Patient Status: NOT ENTERED
At t endi ng:
At t endi ng Code:
Attend Anesth: N A
Anest hesi a Supervi sor Code: N A
Anesthetist: NA
Anest hesi a Techni que(s): NA
Proc Begin: JAN 14, 2004 08:00 Proc End: JAN 14, 2004 09:00
Procedure(s) Perforned:
Princi pal : BRONCHOSCOPY
Di ctated Summary Expected: YES

Enter RETURN to continue or '~ to exit:
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Management Reports
[SRO-CHIEF REPORTS]

The Management Reports menu is designed to give the Chief of Surgery various management reports.

The reports contained on this menu are listed below. To the left of the option/report name is the shortcut
synonym that the user can enter to select the option.

Shortcut Option Name

MM Morbidity & Mortality Reports

MV M&M Verification Report

CD Comparison of Preop and Postop Diagnosis
D Delay and Cancellation Reports...

V List of Unverified Surgery Cases

RET Report of Returns to Surgery

A Report of Daily Operating Room Activity
NS Report of Cases Without Specimens

ICU Report of Unscheduled Admissionsto ICU
OR Operating Room Utilization Report

WC Wound Classification Report

QM Quarterly Report Menu ...

BA Print Blood Product Verification Audit Log
ECS Ensuring Correct Surgery Compliance Report

April 2004
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Morbidity & Mortality Reports
[SROMM]

The Morbidity & Mortality Reports option generates two reports. the Perioperative Occurrences Report
and the Mortality Report. The Perioperative Occurrences Report includes all cases that have occurrences,
both intraoperatively and postoperatively, and can be sorted by specialty, attending surgeon, or
occurrence category. The Mortality Report includes all cases performed within the selected date range
that had a death within 30 days after surgery, and sort by specialty within a date range. Each surgical

specialty will begin on a separate page.

After the user enters the date range, the software will ask whether to generate both reports. If the user
answers NO, the software will ask the user to select from the Perioperative Occurrences Report or the

Mortality Report.
These reports have a 132-column format and are designed to be copied to a printer.

Example 1. Printing the Perioperative Occurrences Report — Sorted by Specialty
Sel ect Perioperative Cccurrences Menu Option: M Mrbidity & Mrtality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ected.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report
Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// <Enter>

Do you want to print this report for all Surgical Specialties ? YES// N
Print the report for which Specialty ? GENERAL (OR WHEN NOT DEFI NED BELOW
Sel ect an Additional Specialty <Enter>

This report is designed to use a 132 col unm fornat.

Print the Report on which Device: [Select Print Device]

—————— report follows
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MAYBERRY, NC PAGE 1

SURG CAL SERVI CE REVI EVED BY:
PERI OPERATI VE OCCURRENCES DATE REVI EVED:
FROM JUL 1,2006 TGO JUL 31, 2006 DATE PRI NTED: AUG 22, 2006
PATI ENT PRI NCI PAL OPERATI ON OCCURRENCE('S) - (DATE) QUTCOVE
| D# TREATMENT
OPERATI ON DATE
GENERAL( OR WHEN NOT DEFI NED BELOW
SURPATI ENT, TVELVE REPAI R DI APHRAGVATI C HERNI A MYOCARDI AL | NFARCTI ON |
000-41-8719 ASPI RI N THERAPY
JUuL 07, 2006@7: 15
URI NARY TRACT | NFECTION * (07/09/06) |
I'V ANTBI OTI CS
SURPATI ENT, FOURTEEN CHOLECYSTECTOWY, APPENDECTOWY SUPERFI CI AL WOUND | NFECTI ON *  (08/ 02/ 06) |
000- 45-7212 ANTI BI OTI CS
JUL 31, 2006@9: 00
QUTCOMES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
'*' Represents Postoperative Cccurrences
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Example 2: Printing the Perioperative Occurrences Report — Sorted by Attending Surgeon
Sel ect Perioperative COccurrences Menu Option: M Mrbidity & Mrtality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report
Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// 2

Do you want to print this report for all Attendi ng Surgeons ? YES//N
Print the report for which Attendi ng Surgeon ? SURGEON, ONE

Sel ect an Additional Attending Surgeon: <Enter>

This report is designed to use a 132 colum format.

Print the Report on which Device: [Select Print Device]

-- report follows
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MAYBERRY, NC
SURG CAL SERVI CE

PERI OPERATI VE OCCURRENCES
FROM JUL 1,2006 TO JUL 31, 2006

PAGE
REVI EMED BY:
DATE REVI EVEED:
DATE PRI NTED: AUG 22, 2006

1

PATI ENT PRI NCI PAL OPERATI ON OCCURRENCE( S) - (DATE) OUTCOME
| D# TREATMENT
OPERATI ON DATE
ATTENDI NG SURGEQON, ONE
SURPATI ENT, TVELVE REPAI R DI APHRAGVATI C HERNI A MYCOCARDI AL | NFARCTI ON |
000-41-8719 ASPI R N THERAPY
JUL 07, 2006@7: 15
URI NARY TRACT | NFECTION * (07/09/06) |
IV ANTBI OTI CS
SURPATI ENT, THREE CARDI AC SURGERY REPEAT VENTI LATOR SUPPORT W IN 30 DAYS * |
000- 21- 2453 CABG
JUL 22, 2006@0: 00
SURPATI ENT, FOURTEEN CHOLECYSTECTOMY, APPENDECTOMY SUPERFI Cl AL WOUND | NFECTI ON * ( 08/ 02/ 06) |
000- 45- 7212 ANTI BI OTI CS
JUL 31, 2006@9: 00
OUTCOVES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
'*' Represents Postoperative Cccurrences
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Example 3: Printing the Perioperative Occurrences Report — Sorted by Occurrence Category

Sel ect Perioperative COccurrences Menu Option: M Mrbidity & Mortality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report
2. Mrtality Report

Sel ect Number: (1-2): 1

Start with Date: 7/1 (JUL 01, 2006)
End with Date: 7/31 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>

Print report by

1. Surgical Specialty
2. Attendi ng Surgeon
3. Cccurrence Category

Select 1, 2 or 3: (1-3): 1// 3

Do you want to print this report for all occurrence categories? YES// NO

Print the report for which Cccurrence Category ? ACUTE RENAL FAI LURE
NSQ P Definition (2006):
In a patient who did not require dialysis preoperatively, worsening of
renal dysfunction (increase in serumcreatinine to >2.0 and two tinmes
nost recent preoperative creatinine |evel) and postoperatively
requiring henodi al ysis, peritoneal dialysis, henofiltration,
henodi afiltration or ultrafiltration.

TIP: If the patient refuses dialysis report as an occurrence because
he/ she did require dialysis.

Cl CSP Definition (2004):
Indicate if the patient devel oped new renal failure requiring dialysis
or experienced an exacerbati on of preoperative renal failure requiring
initiation of dialysis (not on dialysis preoperatively) within 30 days
post operati vel y.

Sel ect an Additional Occurrence Category: <Enter>

This report is designed to use a 132 colum format.

Print the Report on which Device: [Select Print Device]

—————— report follows
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MAYBERRY, NC PAGE 1

SURGI CAL SERVI CE REVI EVED BY:
PERI OPERATI VE OCCURRENCES DATE REVI EVED:
FROM JUL 1,2006 TO JUL 31, 2006 DATE PRI NTED: AUG 22, 2006
PATI ENT ATTENDI NG SURGEON OCCURRENCE(S) - (DATE) OUTCOVE
| D# SURG CAL SPECI ALTY TREATMENT

OPERATI ON DATE PRI NCI PAL OPERATI ON

CATEGORY: ACUTE RENAL FAI LURE

SURPATI ENT, SEVENTEEN SURGEON, TWO ACUTE RENAL FAI LURE |
000-45-5119 GENERAL DI ALYSI S
JUL 18, 2006@7: 15 REPAI R | NCARCERATED | NGUI NAL HERNI A

QUTCOMES: U - UNRESOLVED, | - | MPROVED, W- WORSE, D - DEATH
'*' Represents Postoperative Cccurrences
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Example 4: Print the Mortality Report
Sel ect Managenent Reports Option: MM Morbidity & Mortality Reports

The Morbidity and Mortality Reports include the Perioperative Cccurrences
Report and the Mortality Report. Each report will provide information
from cases conpleted within the date range sel ect ed.

Do you want to generate both reports ? YES// N

1. Perioperative Cccurrences Report

2. Mrtality Report

Sel ect Number: (1-2): 2

Start with Date: 1/1/06 (JAN 01, 2006)

End with Date: 7/31/06 (JUL 31, 2006)

Do you want to print all divisions? YES// <Enter>
This report is designed to use a 132 col unm fornat.

Print report on which Device: [Select Print Device]

printout follows
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OPERATI ON DATE

PATI ENT
| D#

MAYBERRY, NC

SURG CAL SERVI CE REVI EMED BY:

PAGE 1

MORTALI TY REPORT DATE REVI EVEED:

FROM JAN 1,2006 TGO JUL 31,2006

PRI NCl PAL OPERATI VE PROCEDURE

DATE PRI NTED: AUG 22, 2006

DATE OF DEATH
AUTOPSY ( Y/ N)

JAN 29,

FEB 08,

FEB 19,

JuL 20,

2006

2006

2006

2006

August 2006

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, TWO
000- 45-1982

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, SI XTEEN
000-11-1111

SURPATI ENT, TEN
000-12- 3456

SURPATI ENT, FORTY
000-77-7777

OTORHI NOLARYNGOLOGY ( ENT)
LARYNGOSCOPY, BRONCHOSCOPY, ESOPHAGOGASTROSCOPY
BRONCHOSCOPY

Bl LATERAL NECK DI SECTI ON, LARYNGECTOMY

LI GATI ON LT I NTERNAL JUGLAR , EXPLORATORY LAPARATOWY
TRACH

LARYNGOSCOPY W BX, ESOPHAGOSCOPY
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FEB 09, 2006

FEB 26, 2006

NOT AVAI LABLE

FEB 09, 2006

FEB 09, 2006

FEB 21, 2006

NOv 01, 2006
NOT AVAI LABLE
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M&M Verification Report
[SRO M&M VERIFICATION REPORT]

The M&M Verification Report option produces the M&M Verification Report that may be useful for (1)
reviewing occurrences and their assignments to operations and (2) reviewing deaths unrel ated/rel ated
assignments to operations

Two varieties of thisreport are available. The first variety provides areport of al patients who had
operations within the selected date range and experienced intraoperative occurrences, postoperative
occurrences, or death within 90 days of surgery. The second variety provides asimilar report for al risk-
assessed operations that are in a completed state but have not yet been transmitted to the national
database.

Variety #1: Report information is printed patient-by-patient, listing all operations for the patient that
occurred during the selected date range, as well as any operations that may have occurred within 30 days
prior to any postoperative occurrences or within 90 days prior to death. Therefore, this report may include
some operations that were performed prior to the selected date range, and, if printed by specialty, may
include operations performed by other specialties. For every operation that is listed, the intraoperative and
postoperative occurrences are also listed. The report also includes information about whether the
operation was unrelated or related to death as well as the risk assessment type and status (if assessed). The
report may be printed for aselected list of surgical specialties.

Variety #2: Report information is printed patient-by-patient in aformat similar to Variety #1. This report
lists all risk-assessed operations that are in a completed state but have not yet been transmitted to the
national database and that have intraoperative occurrences, postoperative occurrences, or death within 90
days of surgery. The report includes any operations that may have occurred within 30 days prior to any
postoperative occurrences or within 90 days prior to death. Therefore, this report may include some other
operations that may or may not be risk assessed, and, if risk assessed, may have any risk assessment status
(incomplete, complete, or transmitted). Every patient listed on this report will have at |east one operation
with arisk assessment status of “complete.”

Example 1. Generatean M&M Verification Report (Full Report)
Sel ect Managenent Reports Option: MW MM Verification Report

M&M Veri fication Report

The M&M Verification Report is a tool to assist in the review of occurrences
and their assignnents to operations and in the review of death unrel ated or
rel ated assignments to operations. Two varieties of this report are avail able.
The first variety provides a report of all patients who had operations w thin
the sel ected date range who experienced intraoperative occurrences,

post operati ve occurrences, or death within 90 days of surgery. The second
variety provides a similar report for all risk assessed operations that are in
a conpl eted state but have not yet transmitted to the national database.

Print which variety of the report ?

1. Print full report for selected date range.
2. Print pre-transm ssion report for conpleted risk assessnents.

Enter selection (1 or 2): 1// <Enter>

Start with Date: 12 31 01 (DEC 31, 2001)
End with Date: 1 31 02 (JAN 31, 2002)
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SUMMARY REPORT - SURGQ CAL SERVI CE PAGE
VERSION 3.0 3

Hospi tal : MAYBERRY, NC
Station Nunmber: 999
For Dates: JUN 01, 2004 to: JUN 30, 2004

ENSURI NG CORRECT SURGERY - COWPLI ANCE SUMVARY

CASES % OF TOTAL

TOTAL CASES PERFORMED: 315 100.0
TIME QUT VERI FI ED
YES: 308 97.8
NO: 5 1.6
NOT ENTERED: 2 0.6
PREOPERATI VE | MAG NG CONFI RVED
YES: 219 69.5
I MVAG NG NOT REQUI RED: 88 27.9
NO: 5 1.6
NOT ENTERED: 3 1.0

MARK ON SURG CAL SI TE CONFI RVED

YES: 219 69.5

MARKI NG NOT REQUI RED: 6 1.7
NO: 2 0.6

NOT ENTERED: 1 .4

OVERALL COWPLI ANCE FOR THI S DATE RANGE

TIME OQUT VERIFIED: 97.8%
PREOPERATI VE | VAG NG CONFI RVED:  97. 4%
MARK ON SURG CAL SI TE CONFI RVED:  97. 4%

PREOPERATI VE HAI R REMOVAL METHODS SUMVARY

CASES % OF TOTAL

TOTAL CASES PERFORMED: 36 100. 0
CLI PPER: 2 5.6
DEPI LATORY: 10 27.8
NO HAl R REMOVED: 1 2.8
PATI ENT REMOVED OWN HAI R: 3 8.3
SHAVI NG 1 2.8
NOT DOCUMENTED: 17 47.2
OTHER: 2 5.6
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Example 2: Quarterly Report for Surgical Service
Sel ect Managenent Reports Option: Q Quarterly Report - Surgical Specialty

QUARTERLY/ SUMVARY REPORT FOR SURGQ CAL SERVI CE

NOTE: Listed bel ow are the CPT codes for the index procedures on these reports.

Procedur e CPT Code(s)
I ngui nal Herni a 49505, 49507, 49520, 49521, 49525
Chol ecyst ect ony 47600, 47605, 47610, 56340, 56341, 56342

Coronary Artery Bypass 33510, 33511, 33512, 33513, 33514, 33516, 33517, 33518,
33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536
Col on Resection (L & R 44140, 44141, 44143, 44144, 44145, 44146, 44147, 44160

Fem Pop Bypass 35656, 35556
Pul monary Lobect ony 32480, 32500, 32440
H p Repl acenent
- Elective 27125, 27130, 27132, 27134, 27137, 27138
- Acute Fracture 27236
TURP 52601
Laryngect oy 31360, 31365, 31367, 31368
Cr ani ot ony 61304, 61305, 61312, 61314, 61510, 61512, 61518, 61519
61700, 61680
I ntraoccul ar Lens 66983, 66984

Press RETURN to continue or '~ to quit: <Enter>
Run whi ch report ?

1. Sunmary Report for Sel ected Date Range
2. Quarterly Report for Central Ofice

Sel ect Report Nunber: 1// 2

QUARTERLY REPORT FOR SURG CAL SERVI CE
Run report for which quarter of the fiscal year ?
(1) Cctober 1 - Decenber 31
(2) January 1 - March 31
(3) April 1 - June 30
(4) July 1 - Septenber 30
Sel ect Quarter: 3
Sel ect FlI SCAL YEAR: 2004// <Enter>

Do you want this report to be transnmtted to the Surgical Service
central database ? NO/ <Enter>

Print report on which Device: [Select Print Device]

______ printout follows-
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QUARTERLY REPORT - SURG CAL SERVI CE PAGE
VERSION 3.0 3

Hospi tal : MAYBERRY, NC Station Nunber: 999
For Dates: APR 01, 2004 to: JUN 30, 2004 Fi scal Year: 2004

ENSURI NG CORRECT SURGERY - COWVPLI ANCE SUMVARY

CASES % OF TOTAL

TOTAL CASES PERFORMED: 1315 100.0
TIME QUT VERI Fl ED
YES: 1140 86.7
NG 13 1.0
NOT ENTERED: 162 12.3
PREOPERATI VE | MAG NG CONFI RVED
YES: 543 41. 3
I MVAG NG NOT REQUI RED: 427 32.5
NO: 6 0.5
NOT ENTERED: 339 25.8
MARK ON SURG CAL SI TE CONFI RMED
YES: 543 41. 3
MARKI NG NOT REQUI RED: 427 32.5
NG 6 0.5
NOT ENTERED: 339 25.8

OVERALL COWPLI ANCE FOR THI S DATE RANGE

TIME QUT VERIFIED: 86.7%
PREOPERATI VE | MAG NG CONFI RVED:  73. 8%
MARK ON SURG CAL SI TE CONFI RVED:  73. 8%

PREOPERATI VE HAI R REMOVAL METHODS SUMVARY

CASES % OF TOTAL

TOTAL CASES PERFORVED: 36 100. 0
CLI PPER: 2 5.6
DEPI LATORY: 10 27.8
NO HAI R REMOVED: 1 2.8
PATI ENT REMOVED OM HAI R: 3 8.3
SHAVI NG: 1 2.8
NOT DOCUMENTED: 17 47.2
OTHER: 2 5.6
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Deaths Within 30 Days of Surgery
[SROQD]
The Deaths Within 30 Days of Surgery option lists patients who had surgery within the selected date
range, died within 30 days of surgery and whose deaths are included on the Quarterly/Summary Report.
Three separate reports are available through this option. These reports correspond to the three sections of
the Quarterly Report that include death totals.
1. Total Cases Summary: Thisreport may be printed in one of three ways.
A. All Cases
The report will list all patients who had surgery within the selected date range and who died within 30
days of surgery, along with all of the patients operations that were performed during the selected date
range. These patients are included in the postoperative deaths totals on the Quarterly Report.
B. Outpatient Cases Only

The report will list only the surgical cases that are associated with deaths that are counted as
outpatient (ambulatory) deaths on the Quarterly Report.

C. Inpatient Cases Only

The report will list only the surgical cases that are associated with deaths that are counted as inpatient
deaths. Although the count of deaths associated with inpatient casesis not a part of the Quarterly
Report, this report is provided to help with data validation.

2. Specialty Procedures: Thisreport will list the surgical cases that are associated with deaths that are
counted for the national surgical specialty linked to the local surgical specialty. Cases are listed by
national surgical specialty.

3. Index Procedures. Thisreport will list the surgical casesthat are associated with deaths that are
counted in the Index Procedures section of the Quarterly Report.

These reports have a 132-column format and are designed to be copied to a printer.
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SURPATI ENT, SI XTY (000-56-7821) Case #63592 PAGE: 1 CF 2
JUN 23, 1998 CHOL EDOCHOTOWY

1. GENERAL: 3. HEPATOBI LI ARY:
A. Hei ght: 65 | NCHES A. Ascites:
B. Wi ght: 140 LBS.
C. Diabetes Mellitus: 4. GASTRO NTESTI NAL:
D. Current Snoker WI 1 Year: A. Esophageal Vari ces:
E. Pack/ Years:
F. ETOH > 2 Drinks/ Day: 5. CARDI AC:
G Dyspnea: A. CHF Wthin 1 Month:
H. DNR Status: B. M Wthin 6 Mnths:
|. Pre-illness Funct Status: C. Previous PCl:
J. Preop Funct Status: D. Previous Cardiac Surgery:
E. Angina Wthin 1 Mnth:
2. PULMONARY: F. Hypertension Requiring Meds:
A. Ventil ator Dependent:
B. History of Severe COPD: 6. VASCULAR
C. Current Pneunoni a: A. Revascul ari zati on/ Anput at i on:

B. Rest Pai n/ Gangrene:

Sel ect Preoperative Information to Edit: 1:3

SURPATI ENT, SI XTY (000-56-7821) Case #63592
JUN 23, 1998 CHOLEDOCHOTOW

GENERAL: YES

Patient's Height 65 | NCHES//: 62

Patient's Weight 140 POUNDS//: 175

Di abetes Mellitus Requiring Therapy Wth Oral Agents or Insulin: | | NSULIN

Current Snoker: Y YES

Pack/ Year Cigarette Hi story: ??
NSQ P Definition (2004):
If the patient has ever been a snoker, enter the total nunmber of
pack/ years of snoking for this patient. Pack-years are defined as the
nunmber of packs of cigarettes snoked per day tinmes the nunber of years
the patient has snoked. |f the patient has never been a snmoker, enter
"0". |f pack-years are >200, just enter 200. |f snoking history cannot
be determined, enter "NS". The possible range for nunber of pack-years
is 0 to 200. If the chart docunents differing values for pack year
cigarette history, or ranges for either packs/day or nunber of years
pati ent has snoked, sel ect the hi ghest val ue docunented, unless you are
confident in a particular documenter's assessnment (e.g., preoperative
anest hesi a eval uation often includes a nore accurate assessnment of this
val ue because of the inmpact it may have on the patient's response to
anest hesi a) .

Pack/ Year Cigarette Hi story: 25
ETOH >2 Drinks Per Day in the Two Weeks Prior to Admission: N NO

Dyspnea: N
1 NO
2 NO STUDY

Choose 1-2: 1 NO

DNR Status (Y/N): N NO

Functional Health Status at Evaluation for Surgery: 1 | NDEPENDENT
Functional Health Status Prior to Current Illness: 1 | NDEPENDENT

PULMONARY: NO

HEPATCBI LI ARY: NO
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SURPATI ENT, SI XTY (000-56-7821) Case #63592 PAGE: 1 OF 2
JUN 23, 1998 CHOL EDOCHOTOWY

1. GENERAL: YES 3. HEPATOBI LI ARY: NO
A. Height: 62 | NCHES A. Ascites: NO
B. Weight: 175 LBS.

C. Diabetes Mellitus: INSULIN 4. GASTRO NTESTI NAL:
D. Current Snoker WI 1 Year: YES A. Esophageal Vari ces:
E. Pack/ Years: 25
F. ETCH > 2 Dri nks/ Day: NO 5. CARDI AC:
G Dyspnea: NO A. CHF Wthin 1 Month:
H. DNR St at us: NO B. M Wthin 6 Mnths:
I. Preop Funct Status: | NDEPENDENT C. Previ ous PTCA:
J. Pre-illness Funct Status: |NDEPENDENT D. Previous Cardiac Surgery:
E. Angina Wthin 1 Mnth:
2. PULMONARY: F. Hypertension Requiring Meds:

A. Ventil ator Dependent:
B. History of Severe COPD:
C. Current Pneunoni a:

6. VASCULAR
A. Revascul ari zati on/ Anput ati on:
B. Rest Pai n/ Gangrene:

66566

Sel ect Preoperative Information to Edit: <Enter>

SURPATI ENT, SI XTY (000-56-7821) Case #63592 PAGE: 2 CF 2
JUN 23, 1998 CHOL EDOCHOTOWY

1. RENAL: 3. NUTRI Tl ONAL/ | MMUNE/ OTHER:

Hi story of TIAs:

CVA/ Stroke w. Neuro Deficit:
CVA/ Stroke w o Neuro Deficit:
Tunor | nvol vi ng CNS:

Par apl egi a:

Quadri pl egi a:

Radi ot herapy WI| 90 Days:
Preoperative Sepsis:
Pr egnancy

A. Acute Renal Failure: A. Disseninated Cancer:
B. Currently on Dialysis: B. Open Wbund:
C. Steroid Use for Chronic Cond.:
2. CENTRAL NERVOUS SYSTEM D. Weight Loss > 10%
| npai red Sensorium E. Bl eedi ng Di sorders:
Coma: F. Transfusion > 4 RBC Units:
Hemi pl egi a: G Chenot herapy W1 30 Days:
H.
.
J.

T I®OTMOOm>

Sel ect Preoperative Information to Edit: 3E

SURPATI ENT, SI XTY (000-56-7821) Case #63592
JUN 23, 1998 CHOL EDOCHOTOWY

Hi story of Bleeding Disorders (YN: Y YES

SURPATI ENT, SI XTY (000-56-7821) Case #63592 PAGE: 2 CF 2
JUN 23, 1998 CHOL EDOCHOTOWY

1. RENAL: 3. NUTRI Tl ONAL/ | MMUNE/ OTHER:
A. Acute Renal Failure: A. Disseninated Cancer:
B. Currently on Dialysis: B. Open Wbund:
C. Steroid Use for Chronic Cond.:
2. CENTRAL NERVOUS SYSTEM D. Weight Loss > 10%
A. | npaired Sensorium E. Bl eedi ng Di sorders: YES
B. Conma: F. Transfusion > 4 RBC Units:
C. Hemi pl egi a: G Chenot herapy W1 30 Days:
D. History of TIAs: H. Radi ot herapy WI 90 Days:
E. CVA/Stroke w. Neuro Deficit: |. Preoperative Sepsis:
F. CVA/ Stroke w o Neuro Deficit: J. Pregnancy
G Tunor |nvol vi ng CNS:
H. Parapl egi a:
I. Quadri pl egi a:
Sel ect Preoperative Information to Edit:
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Laboratory Test Results (Enter/Edit)
[SROA LAB]

Use the Laboratory Test Results (Enter/Edit) option to enter or edit preoperative and postoperative lab
information for an individual risk assessment. The option is divided into the three features listed bel ow.
Thefirst two features allow the user to merge (also called “ capture” or “load”) lab information into the
risk assessment from the VistA software. The third feature provides a two-page summary of the lab
profile and allows direct editing of the information.

1. Capture Preoperative Laboratory Information
2. Capture Postoperative Laboratory Information
3. Enter, Edit, or Review Laboratory Test Results

To “capture” preoperative lab data, the user must provide both the date and time the operation began.
Likewise, to capture postoperative lab data, the user must provide both the date and time the operation
was completed. If thisinformation has already been entered, the system will not prompt for it again.

If assistance is needed while interacting with the software, entering one or two question marks (??) will
access the on-line help.

Example 1. Capture Preoperative Laboratory Information

Sel ect Non- Cardi ac Assessnent Information (Enter/Edit) Option: LAB Laboratory Test Results
(Enter/Edit)

SURPATI ENT, FORTY (000-77-7777) Case #68112
SEP 19, 2003 CHOLEDOCHOTOWY

Enter/Edit Laboratory Test Results

1. Capture Preoperative Laboratory |nformation

2. Capture Postoperative Laboratory |Information
3. Enter, Edit, or Review Laboratory Test Results
Sel ect Nunmber: 1

This selection | oads the nost recent |lab data for tests performed within 90 days before the
operati on.

Do you want to autonmtically |oad preoperative |lab data ? YES// <Enter>
The ‘ Time Operation Began’ nust be entered before continuing.

Do you want to enter ‘Time Operation Began’ at this time ? YES// <Enter>
Time the Operation Began: 8:00 (SEP 25, 2003@8: 00)

..Searching lab record for |atest preoperative test data...

.. Moving preoperative lab test data to Surgery Ri sk Assessnent file..

Press <RET> to continue <Enter>
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Example 2: Capture Postoper ative Laboratory I nformation

Sel ect Non- Cardi ac Assessnent Information (Enter/Edit) Option: LAB Laboratory Test Results
(Enter/Edit)

1. Capture Preoperative Laboratory |nformation
2. Capture Postoperative Laboratory |Information
3. Enter, Edit, or Review Laboratory Test Results

Sel ect Nunmber: 2

Thi s sel ection | oads highest or |lowest |lab data for tests performed within 30 days after the
operati on.

Do you want to autommtically |oad postoperative |ab data ? YES// <Enter>
‘Time the Operation Ends’ mnust be entered before continuing.

Do you want to enter the tine that the operati on was conpl eted at
this tine 2 YES// <Ent er >

Time the Operation Ends: 12:00 (SEP 25, 2003@l2: 00)
..Searching | ab record for postoperative |ab test data...
.. Moving postoperative |ab data to Surgery Ri sk Assessnent file...

Press <RET> to conti nue

Example 3: Enter, Edit, or Review Laboratory Test Results

Sel ect Non- Cardi ac Assessnent Information (Enter/Edit) Option: LAB Laboratory Test Results
(Enter/Edit)

Enter/Edit Laboratory Test Results

1. Capture Preoperative Laboratory |nformation
2. Capture Postoperative Laboratory |Information
3. Enter, Edit, or Review Laboratory Test Results

Sel ect Number: 3

SURPATI ENT, FORTY (000-77-7777) Case #68112 PAGE: 1 OF 2
LATEST PREOP LAB RESULTS IN 90 DAYS PRI OR TO SURGERY UNLESS OTHERW SE SPECI FI ED
SEP 19, 2003 CHOL EDOCHOTOWY

1. Anion Gap (in 48 hrs.): 12 (SEP 18, 2003)
2. Serum Sodi um 139 (SEP 18, 2003)
3. BUN: 13 (SEP 18, 2003)
4. Serum Creati ni ne: 1 (SEP 18, 2003)
5. Serum Al bum n: 4 (SEP 18, 2003)
6. Total Bilirubin: 8 (SEP 18, 2003)
7. SGOT: 29 (SEP 18, 2003)
8. Al kal i ne Phosphat ase: 120 (SEP 18, 2003)
9. VBC: 12.8 (SEP 18, 2003)
10. Hematocrit: 45.7 (SEP 18, 2003)
11. Platelet Count: NS
12. PTT: NS
NS
NS

Sel ect Preoperative Laboratory Information to Edit: 11:13
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SURPATI ENT, FORTY (000-77-7777)
SEP 19, 2003 CHOL EDOCHOTOWY

Case #68112

Preoperative Platel et Count (X 1000/ m®B): 289

Date Preoperative Platel et Count was Perfornmed: 9/18/03

Preoperative PTT (seconds): 33.7

Dat e Preoperative PTT was Perforned: 9/18/03

Preoperative PT (seconds): 11.

Dat e Preoperative PT was Perforned: 9/18/03

SURPATI ENT, FORTY (000-77-7777)

SEP 19, 2003  CHOLEDOCHOTOWY

1. Anion Gap (in 48 hrs.):
2. Serum Sodi um

3. BUN:

4. Serum Creati ni ne:

5. Serum Al buni n:

6. Total Bilirubin:

7. SGOT:

8. Al kal i ne Phosphat ase:
9. WBC

10. Hematocrit:

11. Platel et Count:

12. PTT:

Sel ect Preoperative Laboratory Information to Edit:

SURPATI ENT, FORTY (000-77-7777)

8

12

Case #68112

(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)
(SEP 18, 2003)

Case #68112

POSTOP LAB RESULTS W THI N 30 DAYS AFTER SURGERY

SEP 19, 2003 CHOLEDOCHOTOW

1. Hi ghest Anion Gap:

2. Highest Serum Sodi um

3. Lowest Serum Sodi um

4. Hi ghest Potassium

5. Lowest Potassium

6. Hi ghest Serum Creati ni ne:
7. Highest CPK:

8. Hi ghest CPK-MB Band:

9. Hi ghest Total Bilirubin:
10. Hi ghest WBC:

11. Lowest Hemmtocrit:

12. Highest Troponin I|:

13. Hi ghest Troponin T:

(SEP 18, 2003)

(SEP 18, 2003)

20, 2003)
20, 2003)
20, 2003)
20, 2003)
20, 2003)
20, 2003)

20, 2003)
20, 2003)
24, 2003)
24, 2003)

Sel ect Postoperative Laboratory Information to Edit: 2
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PAGE: 1 OF 2
LATEST PREOP LAB RESULTS IN 90 DAYS PRI OR TO SURGERY UNLESS OTHERW SE SPECI FI ED

<Ent er >

PAGE: 2 OF 2
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SURPATI ENT, FORTY (000-77-7777) Case #68112
SEP 19, 1998 CHOL EDOCHOTOWY

Hi ghest Postoperative Serum Sodi um 139// 144
Dat e Hi ghest Serum Sodi um was Recorded: 9/21/03 (SEP 21, 2003)

SURPATI ENT, FORTY (000-77-7777) Case #68112 PAGE: 2 OF 2
POSTOP LAB RESULTS W THI N 30 DAYS AFTER SURGERY
SEP 19, 2003 CHOL EDOCHOTOWY

1. Hi ghest Anion Gap: 12 (SEP 20, 2003)
2. Highest Serum Sodi um 144 (SEP 21, 2003)
3. Lowest Serum Sodi um 135 ( SEP 20, 2003)
4. Hi ghest Potassium 4.4 ( SEP 20, 2003)
5. Lowest Potassium 3.4 (SEP 20, 2003)
6. Hi ghest Serum Creati ni ne: 1.2 (SEP 20, 2003)
7. Highest CPK: NS
8. Hi ghest CPK-MB Band: NS
9. Highest Total Bilirubin: NS
10. Highest WBC 11.8 (SEP 20, 2003)
11. Lowest Hematocrit: 40. 3 (SEP 20, 2003)
12. Hi ghest Troponin |: 10. 18 (SEP 24, 2003)
13. Hi ghest Troponin T: 12.13 (SEP 24, 2003)

Sel ect Postoperative Laboratory Information to Edit:
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Operation Information (Enter/Edit)
[SROA OPERATION DATA]

The Operation Information (Enter/Edit) option is used to enter or edit information related to the
operation. At the bottom of each page is a prompt to select one or more operative itemsto edit. If the user
does not want to edit any items on the page, pressing the <Enter> key will exit the option. If they are not
aready there, it isimportant that the operation’s beginning and ending times be entered so that the user
can later enter postoperative information.

About the "Select Operative Information to Edit:" Prompt

The user should first enter the item number to edit at the " Select Operative Information to Edit:" prompt.
To respond to every item on the page, the user should enter A for ALL or enter arange of numbers
separated by a colon (:) to respond to arange of items.

After the information has been entered or edited, the display will clear and present a summary. The
summary organizes the information entered and provides another chance to enter or edit data. If
information has been entered for the OTHER PROCEDURES field or the CONCURRENT
PROCEDURESfield, the summary will display ***INFORMATION ENTERED*** to the right of the
items.

If assistance is heeded while interacting with the software, the user should enter one or two question
marks (??) to receive on-line help.

Example: Enter/Edit Operation Information

Sel ect Non- Cardi ac Assessnent |Information (Enter/Edit) Option: O Operation
Information (Enter/Edit)

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264 PAGE: 1 OF 2
Sur geon: SURSURGEON, ONE

JUN 7, 2005 ARTHROSCOPY, LEFT KNEE
————————————————————————————————————————————————————————————————————————— This information

Post op Di agnosi s Code (I CDO): NOT ENTERED < cannot be edited.

1. Surgical Specialty: ORTHOPEDI CS
2. Principal Operation: ARTHROSCOPY, LEFT KNEE
3. CPT Codes (view only): 29873- LT <
4. O her Procedures:
5. Concurrent Procedure:
6. PGY of Primary Surgeon:
7. Surgical Priority: ELECTI VE
8. Wbund C assification: CLEAN
9. ASA Cd assification: 1- NO DI STURB.
10. Princ. Anesthesia Techni que: GENERAL
11. RBC Units Transfused:
12. Major or M nor: MAJOR
13. Intraop Di sseninated Cancer:

Sel ect Qperative Information to Edit: 8:9

SURPATI ENT, El GHT (000- 37- 0555)
Sur geon: SURSURGEON, ONE

JUN 7, 2005

Case #264

ARTHROSCOPY, LEFT KNEE

Whund d assification:

1 CLEAN
2 CLEAN CONTAM NATED
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Choose 1-2: 2 CLEAN CONTAM NATED
ASA O ass: 1-NO DI STURB.// 2 2 2-M LD DI STURB.

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
Sur geon: SURSURGEON, ONE
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

Post op Di agnosi s Code (1CD9): NOT ENTERED

1. Surgical Specialty: ORTHOPEDI CS

2. Principal Operation: ARTHROSCOPY, LEFT KNEE
3. CPT Codes (view only): 29873-LT

4. Other Procedures:

5. Concurrent Procedure:

6. PGY of Primary Surgeon:

7. Surgical Priority: ELECTI VE

8. Wund d assification: CLEAN CONTAM NATED

9. ASA d assification: 2-M LD DI STURB.

10. Princ. Anesthesia Techni que: GENERAL
11. RBC Units Transfused:

12. Major or Mnor: MAJOR
13. Intraop Di ssenmi nated Cancer:

Sel ect Operative Information to Edit: <Enter>

SURPATI ENT, El GHT (000- 37- 0555) Case #264
Sur geon: SURSURGEON, ONE
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

1. Patient in Room (PIR): JUN 07, 2005 07:00
2. Procedure/ Surgery Start Tine (PST): JUN 07, 2005 07:10
3. Procedure/ Surgery Finish (PF): JUN 07, 2005 08:15
4, Patient Qut of Room (POR): JUN 07, 2005 08:40
5. Anesthesia Start (AS): JUN 07, 2005 06:30
6. Anesthesia Finish (AF): JUN 07, 2005 09:00
7. Discharge from PACU ( DPACU) :

Sel ect Operative Information to Edit:
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Intraoperative Occurrences (Enter/Edit)
[SRO INTRAOP COMP]

The nurse reviewer uses the Intraoperative Occurrences (Enter/Edit) option to enter or change
information related to intraoperative occurrences (called complicationsin earlier versions). Every
occurrence entered must have a corresponding occurrence category. For alist of occurrence categories,
enter a question mark (?) at the "Enter a New Intraoperative Occurrence:” prompt.

After an occurrence category has been entered or edited, the screen will clear and present a summary. The

summary organizes the information entered and provides another chance to enter or edit data.

Example: Enter an Intraoper ative Occurrence

Sel ect Non- Cardi ac Assessnent Information (Enter/Edit) Option: 10 Intraoperative Cccurrences
(Enter/Edit)

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

There are no Intraoperative Cccurrences entered for this case.

Enter a New I ntraoperative Cccurrence: CARDI AC ARREST REQUI RI NG CPR
NSQ P Definition (2006):
The absence of cardiac rhythm or presence of chaotic cardiac rhythm
that results in |oss of consciousness requiring the initiation of any
conponent of basic and/or advanced cardiac |ife support. Patients with
Al CDs that fire but the patient does not | ose consci ousness shoul d be
excl uded.

Cl CSP Definition (2004):

Indicate if there was any cardi ac arrest requiring external or open
cardi opul nonary resuscitation (CPR) occurring in the operating room
ICU, ward, or out-of-hospital after the chest had been conpletely
closed and within 30 days of surgery.

Press RETURN to continue: <Enter>

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosi s Code:

4. Treatnment Instituted:

5. Qutcone to Date:

6. Occurrence Comments:

Sel ect Cccurrence Information: 4:5

SURPATI ENT, ElI GHT (000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

Type of Treatment |nstituted: CPR
Qutcone to Date: | | MPROVED
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SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosi s Code:

4. Treatnment Instituted: CPR

5. Qutcone to Date: | MPROVED

6. Occurrence Comments:

Sel ect Cccurrence | nformation: <Enter>

SURPATI ENT, ElI GHT (000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

Enter/Edit Intraoperative Cccurrences

1. CARDI AC ARREST REQUI RI NG CPR
Cat egory: CARDI AC ARREST REQUI RI NG CPR

Sel ect a nunber (1), or type 'NEW to enter another occurrence:
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Postoperative Occurrences (Enter/Edit)
[SRO POSTOP COMP]

The nurse reviewer uses the Postoperative Occurrences (Enter/Edit) option to enter or change
information related to postoperative occurrences (called complications in earlier versions). Every
occurrence entered must have a corresponding occurrence category. For alist of occurrence categories,
the user should enter a question mark (?) at the "Enter a New Postoperative Occurrence:” prompt.

After an occurrence category has been entered or edited, the screen will clear and present a summary. The
summary organizes the information entered and provides another chance to enter or edit data.

Example: Enter a Postoperative Occurrence

Sel ect Non- Cardi ac Assessnent Information (Enter/Edit) Option: PO Postoperative Cccurrences
(Enter/Edit)

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

There are no Postoperative Cccurrences entered for this case.

Enter a New Postoperative Occurrence: ACUTE RENAL FAI LURE
NSQ P Definition (2006):
In a patient who did not require dialysis preoperatively, worsening of
renal dysfunction (increase in serumcreatinine to >2.0 and two tinmes
nost recent preoperative creatinine |evel) and postoperatively
requiring henodi al ysis, peritoneal dialysis, henofiltration,
hermodi afiltration or ultrafiltration.

TIP: If the patient refuses dialysis report as an occurrence because
he/ she did require dialysis.

CI CSP Definition (2004):

Indicate if the patient devel oped new renal failure requiring dialysis
or experienced an exacerbation of preoperative renal failure requiring
initiation of dialysis (not on dialysis preoperatively) within 30 days
post operati vel y.

Press RETURN to continue: <Enter>

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

1. Cccurrence: ACUTE RENAL FAl LURE
2. Occurrence Category: ACUTE RENAL FAl LURE
3. 1 CD Di agnosi s Code:

4, Treatnent Instituted:

5. Qutcone to Date:

6. Date Noted:

7. Qccurrence Comments:

Sel ect Cccurrence Information: 4
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SURPATI ENT, ElI GHT (000- 37- 0555) Case #264
JUN 7, 2005 ARTHROSCOPY, LEFT KNEE

Treatment Instituted: DI ALYSI S

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

1. Cccurrence: ACUTE RENAL FAl LURE
2. Occurrence Category: ACUTE RENAL FAl LURE
3. 1 CD Di agnosi s Code:

4. Treatnent Instituted: DIALYSIS

5. Qutcone to Date:

6. Date Noted:

7. Qccurrence Comments:

Sel ect Cccurrence | nformation: <Enter>

SURPATI ENT, El GHT ( 000- 37- 0555) Case #264
JUN 7,2005  ARTHROSCOPY, LEFT KNEE

Enter/Edit Postoperative Occurrences

1. ACUTE RENAL FAIl LURE
Cat egory: ACUTE RENAL FAI LURE

Sel ect a nunber (1), or type 'NEW to enter another

occurrence:
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Clinical Information (Enter/Edit)
[SROA CLINICAL INFORMATION]

The Clinical Information (Enter/Edit) option is used to enter the clinical information required for a
cardiac risk assessment. The software will present one page; at the bottom of the page is a prompt to
select one or more items to edit. If the user does not want to edit any items on the page, pressing the
<Enter> key will advance the user to another option.

About the "Select Clinical Information to Edit:" Prompt

At the "Select Clinical Information to Edit:" prompt, the user should enter the item number to edit. The
user can then enter an A for ALL to respond to every item on the page, or enter arange of numbers
separated by a colon (:) to respond to arange of items.

After the information has been entered or edited, the terminal display screen will clear and present a
summary. The summary organizes the information entered and provides another chance to enter or edit
data. If assistance is needed while interacting with the software, the user can enter one or two question
marks (??) to receive on-line help.

Example: Enter Clinical Information

Sel ect Cardi ac Ri sk Assessnent |Information (Enter/Edit) Option: CLIN Cinical
Information (Enter/Edit)

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183 PAGE: 1
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Height: 63 in 13. Prior M: NONE
2. \\ight: 170 I'b 14. Nunber prior heart surgeries:
3. Di abetes: 15. Prior heart surgeries:
4. COPD: 16. Peripheral Vascul ar Di sease:
5. FEVI1: 17. Cerebral Vascul ar Di sease:
6. Cardionegaly (X-ray): 18. Angi na (use CCS C ass):
7. Pul nonary Ral es: 19. CHF (use NYHA d ass):
8. Current Snoker: 20. Current Diuretic Use:
9. Active Endocarditis: 21. Current Digoxin Use:

10. Resting ST Depression: 22. |V NTG wi thin 48 Hours:

11. Functional Status: 23. Preop circulatory Device:

12. PCl: 24. Hypertension (Y/N):

Select dinical Information to Edit: A
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SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

Patient's Height 63 INCHES//: 76

Patient's Weight170 LBS.//: 210

Di abetes: O ORAL

Hi story of Severe COPD (Y/N): Y YES

FEV1 : NS

Cardi onegal y on Chest X-Ray (Y/N): Y YES

Pul mronary Rales (Y/N): Y YES

Current Snmoker: 2 WTH N 2 WEEKS OF SURGERY

Active Endocarditis (YYN: N NO

Resting ST Depression (Y N: N NO

Functional Health Status at Evaluation for Surgery: | | NDEPENDENT
PCl: 0 NONE

Prior Myocardial Infarction: 1 LESS THAN OR EQUAL TO 7 DAYS PRI OR TO SURGERY
Nunmber of Prior Heart Surgeries: 1 1

SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183 PAGE:

JUN 18, 2005 CORONARY ARTERY BYPASS

Prior heart surgeries:

0. None 3. CABG Val ve
1. CABG only 4. Ot her
2. Valve-only 5. CABGE O her

Enter your choice(s) separated by commas (0-5): // 2

2 - Valve-only
Peripheral Vascul ar Disease (Y/N: Y YES
Cerebral Vascular Disease (YN: N NO
Angi na (use CCS Functional Cdass): IV CLASS IV
Congestive Heart Failure (use NYHA Functional Class): |l SLIGHT LI M TATI ON
Current Diuretic Use (Y N: Y YES
Current Digoxin Use (YN: N NO
IV NTG within 48 Hours Preceding Surgery (Y/N: Y YES
Preop use of circulatory Device: N NONE
Hi story of Hypertension (Y/N): Y YES

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183 PAGE:

JUN 18, 2005 CORONARY ARTERY BYPASS

1. Height: 76 in 13. Prior M: < OR = 7 DAYS

2. Wi ght: 210 I b 14. Nunber prior heart surgeries: 1

3. Di abetes: ORAL 15. Prior heart surgeries: VALVE-ONLY

4. COPD: YES 16. Peripheral Vascul ar Disease: YES

5. FEVI1: NS 17. Cerebral Vascul ar Di sease: NO

6. Cardionegaly (X-ray): YES 18. Angi na (use CCS C ass): IV

7. Pul nonary Ral es: YES 19. CHF (use NYHA d ass): I

8. Current Snmoker: WTHIN 2 WEEKS OF S 20. Current Diuretic Use: YES

9. Active Endocarditis: NO 21. Current Digoxin Use: NO
10. Resting ST Depression: NO 22. |V NTG within 48 Hours: YES
11. Functional Status: | NDEPENDENT 23. Preop circul atory Devi ce: NONE
12. PCl: NONE 24. Hypertension (Y/N): YES

Select Cinical Information to Edit:
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Laboratory Test Results (Enter/Edit)
[SROA LAB-CARDIAC]

The Laboratory Test Results (Edit/Edit) option is used to enter or edit preoperative laboratory test results
for an individual cardiac risk assessment. The option is divided into the two features listed below. The
first feature allows the user to merge (also called “capture” or “load”) lab information into the risk
assessment from the VistA software. The second feature provides a two-page summary of the lab profile
and allows direct editing of the information.

1. Capture Laboratory Information
2. Enter, Edit, or Review Laboratory Test Results

To “capture” preoperative lab data, the user must provide both the date and time the operation began. If
thisinformation has aready been entered, the system will not prompt for it again.

If assistance is needed while interacting with the software, entering one or two question marks (??) allows
the user to access the on-line help.

About the "Select Laboratory Information to Edit:" Prompt

At this prompt the user enters the item number to edit. Entering A for ALL allows the user to respond to
every item on the page, or arange of numbers separated by a colon (:) can be entered to respond to a
range of items.

After the information has been entered or edited, the terminal display screen will clear and present a
summary. The summary organizes the information entered and provides another chance to enter or edit
data.

Example: Enter Laboratory Test Results

Sel ect Cardiac Ri sk Assessnment Information (Enter/Edit) Option: LAB Laboratory
Test Results (Enter/Edit)

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183 PAGE: 1
JUN 18, 2005 CORONARY ARTERY BYPASS

Enter/Edit Laboratory Test Results

1. Capture Laboratory Information
2. Enter, Edit, or Review Laboratory Test Results

Sel ect Nunmber: 1

This sel ection | oads the nost recent cardiac |ab data for tests perforned
preoperatively.

Do you want to automatically |load cardiac |ab data ? YES// <Enter>
..Searching | ab record for latest test data....

Press <RET> to continue <Enter>
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SURPATI ENT, Nl NETEEN ( 000- 28- 7354)
JUN 18, 2005 CORONARY ARTERY BYPASS

Case #60183

Enter/Edit Laboratory Test Results

1. Capture Laboratory Information

2. Enter, Edit, or Review Laboratory Test Results

Sel ect Number: 2

PAGE: 1

PAGE: 1

PAGE: 1

SURPATI ENT, NI NETEEN ( 000- 28- 7354) Case #60183
PREOPERATI VE LABORATORY RESULTS
JUN 18, 2005 CORONARY ARTERY BYPASS
1. HDL: NS
2. LDL: 168 (JAN 2004)
3. Total Cholesterol: 321 (JAN 2004)
4. Serum Tri gl yceri de: >70 (JAN 2004)
5. Serum Pot assi um NS
6. Serum Bilirubin: NS
7. Serum Creati ni ne: NS
8. Serum Al bum n: NS
9. Henogl obi n: NS
10. Henogl obi n Alc: NS
Sel ect Laboratory Information to Edit:
SURPATI ENT, NI NETEEN ( 000- 28- 7354) Case #60183
PREOPERATI VE LABORATORY RESULTS
JUN 18, 2005 CORONARY ARTERY BYPASS
HDL (ng/dl): NS// 177
HDL, Date: JAN, 2005 (JAN 2005)
SURPATI ENT, NI NETEEN ( 000- 28- 7354) Case #60183
PREOPERATI VE LABORATORY RESULTS
JUN 18, 2005 CORONARY ARTERY BYPASS
1. HDL: 177 (JAN 2005)
2. LDL: 168 (JAN 2004)
3. Total Cholesterol: 321 (JAN 2004)
4. Serum Trigl yceri de: >70 (JAN 2004)
5. Serum Pot assi um NS
6. Serum Bilirubin: NS
7. Serum Creati ni ne: NS
8. Serum Al bum n: NS
9. Henogl obi n: NS
10. Henogl obi n Alc: NS
Sel ect Laboratory Information to Edit:
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Enter Cardiac Catheterization & Angiographic Data
[SROA CATHETERIZATION]

The Enter Cardiac Catheterization & Angiographic Data option is used to enter or edit cardiac
catheterization and angiographic information for a cardiac risk assessment. The software will present one
page. At the bottom of the page is a prompt to select one or more items to edit. If the user does not want
to edit any items on the page, pressing the <Enter > key will advance the user to another option.

About the "Select Cardiac Catheterization and Angiographic Information to Edit:" Prompt

At this prompt the user enters the item number to edit. Entering A for ALL allows the user to respond to
every item on the page, or arange of numbers separated by a colon (:) can be entered to respond to a
range of items.

After the information has been entered or edited, the screen will clear and present a summary. The
summary organizes the information entered and provides another chance to enter or edit data.

Example: Enter Cardiac Catheterization & Angiographic Data

Sel ect Cardiac Ri sk Assessment Information (Enter/Edit) Option: CATH Enter Cardiac
Cat heteri zati on & Angi ographi ¢ Dat a

SURPATI ENT, Nl NETEEN (000- 28- 7354) Case #60183 PAGE: 1 OF 2
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Procedure:
2. LVEDP:
3. Aortic Systolic Pressure:

For patients having right heart cath
4. PA Systolic Pressure:
5. PAW Mean Pressure:

6. LV Contraction Grade (from contrast
or radi onuclide angi ogram or 2D echo):

7. Mtral Regurgitation:
8. Aortic Stenosis:

Sel ect Cardiac Catheterizati on and Angi ographic Information to Edit: A

SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183 PAGE: 1 OF 2
JUN 18, 2005 CORONARY ARTERY BYPASS

Procedure Type: NS NO STUDY/ UNKNOMN
Do you want to automatically enter 'NS for NO STUDY for all other fields within
this option ? YES// <Enter>
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SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Procedure: NS
2. LVEDP: NS
3. Aortic Systolic Pressure: NS

For patients having right heart cath
4. PA Systolic Pressure: NS
5. PAW Mean Pressure: NS

6. LV Contraction G ade (from contrast

or radi onuclide angi ogram or 2D echo): NO LV STUDY

7. Mtral Regurgitation: NS
8. Aortic Stenosis: NS

Sel ect Cardiac Catheterizati on and Angi ographic Information to Edit:

Procedure Type: NS/ UNKNOMN/ / CATH CATH
You have changed the answer from "NS".

PAGE: 1 OF 2

Do you want to clear 'NS' fromall other fields within this option ? NO/ N NO

Left Ventricular End-Diastolic Pressure: NS// 56
Aortic Systolic Pressure: NS// 120

PA Systolic Pressure: NS//30

PAW Mean Pressure: NS//15

LV Contraction Grade: NS//?

Enter the grade that best describes |left ventricular function.

Screen prevents selection of code I|I1I.
Choose from

| > EQUAL 0.55 NORMAL
0.45-0.54 M LD DYSFUNC.

Il

I'1la 0. 40-0.44 MOD. DYSFUNC. A
I'1l'b 0.35-0.39 MOD. DYSFUNC. B
IV 0. 25-0. 34 SEVERE DYSFUNC.

V <0. 25 VERY SEVERE DYSFUNC.
NS NO STUDY

LV Contraction Grade: NS//Illa 0.40-0.44 MOD. DYSFUNC. A

Mtral Regurgitation: NS//?

Enter the code describing presencel/severity of nmitral

Choose from

0 NONE

1 M LD

2 MODERATE
3 SEVERE
NS NO STUDY

Mtral Regurgitation: NS//2 MODERATE
Aortic Stenosis: NS//1 MLD
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SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Procedure: Cat h
2. LVEDP: 56 nm Hg
3. Aortic Systolic Pressure: 120 mm Hg

For patients having right heart cath

4. PA Systolic Pressure: 30 nm Hg
5. PAW Mean Pressure: 15 mm Hg
6. LV Contraction G ade (from contrast

PAGE: 1 OF 2

or radionuclide angi ogram or 2D echo): |Illa 0.40-0.44 MODERATE DYSFUNCTI ON A

7. Mtral Regurgitation: MODERATE
8. Aortic Stenosis: M LD

Sel ect Cardiac Catheterization and Angi ographic Information to Edit:

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

————— Native Coronaries -----
1. Left mmin stenosis:

2. LAD Stenosis:

3. Right coronary stenosis:

4. Circunflex Stenosis:

66606

If a Re-do, indicate stenosis in graft to:
5. LAD:

6. Right coronary:
7. Circunflex:

660

Sel ect Cardiac Catheterizati on and Angi ographic Information to Edit:

Ri ght Coronary Artery Stenosis: NS// ?
Enter the percent (0-100) stenosis.
Ri ght Coronary Artery Stenosis: NS// 30

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

----- Native Coronaries -----
1. Left main stenosis:

2. LAD Stenosis:

3. Right coronary stenosis:

4. Circunflex Stenosis:

G866

If a Re-do, indicate stenosis in graft to:
5. LAD:

6. Right coronary: NS

7. Circunflex: NS

Sel ect Cardiac Catheterization and Angi ographic Information to Edit:
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Cardiac Procedures Operative Data (Enter/Edit)
[SROA CARDIAC PROCEDURES]

The Cardiac Procedures Operative Data (Enter/Edit) option is used to enter or edit information related to
cardiac procedures requiring cardiopulmonary bypass (CPB). The software will present two pages. At the
bottom of the page is a prompt to select one or more items to edit. If the user does not want to edit any
items on the page, pressing the <Enter> key will advance the user to another option.

About the " Select Operative Information to Edit:" prompt

At this prompt, the user enters the item number to edit. Entering A for ALL allows the user to respond to
every item on the page, or arange of numbers separated by a colon (:) can be entered to respond to a
range of items. Y ou can also use number-letter combinations, such as 11B, to update afield within a
group, such asVSD Repair.

Each prompt at the category level alowsfor an entry of YES or NO. If NO is entered, each item under
that category will automatically be answered NO. On the other hand, responding Y ES at the category
level allows the user to respond individually to each item under the main category.

After the information has been entered or edited, the terminal display screen will clear and present a
summary. The summary organizes the information entered and provides another chance to enter or edit
data.

Example: Enter Cardiac Procedures Operative Data

Sel ect Cardiac Ri sk Assessnment Information (Enter/Edit) Option: CARD Cardiac Pr
ocedures Operative Data (Enter/Edit)

SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183 PAGE: 1 OF 2
JUN 18, 2005 CORONARY ARTERY BYPASS

Cardi ac surgical procedures with or without cardi opul nonary bypass

CABG di stal anastonpses: 11. Bridge to transpl ant/Devi ce:
1. Nunber with vein: 12. TMR
2. Nunber with | MA: 13. Maze procedure:
3. Nunber with Radial Artery: 14. ASD repair:
4. Nunmber with Qther Artery: 15. VSD repair:
5. Nunber with O her Conduit: 16. Myectony for |HSS:
17. Myxomm resection:
6. Aortic Val ve Replacenent: 18. Other tunor resection:
7. Mtral Valve Replacenent: 19. Cardiac transplant:
8. Tricuspid Val ve Repl acenent : 20. Great Vessel Repair:
9. Val ve Repair: 21. Endovascul ar Repair:
10. LV Aneurysmectony: 22. Other cardiac procedures:

Sel ect Operative Information to Edit: A
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SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

CABG Di stal Anastonpses with Vein: 1

CABG Di stal Anastonpses with | MA 1

Nunmber with Radial Artery: O

Nunmber with Qther Artery: 1

CABG Di stal Anastonpses with OGther Conduit: 1

Aortic Valve Replacenent (Y/N): Y YES

Mtral Valve Replacenent (Y N: N NO

Tricuspid Val ve Replacenment (Y/N: N NO

Val ve Repair: ??
CI CSP Definition (2006):
Indicate if the patient has had any reparative procedure to a native
val ve, either with or without placing the patient on cardi opul nonary
bypass. Valve repair is defined as a procedure perfornmed on the native
valve to relieve stenosis and/or correct regurgitati on (annul opl asty,
conmi ssurotomnmy, etc.); the native valve remains in place. |ndicate the
one appropriate response.

Choose from

1 ACRTI C

2 M TRAL

3 TRI CUSPI D

4 OTHER/ COVBI NATI ON
5 NONE

Val ve Repair: 1 AOCRTIC

LV Aneurysmectony (Y/N): N NO

Device for bridge to cardiac transplant / Destination therapy:??
Cl CSP Definition (2006):
Indicate if patient received a nechani cal support device
(excluding IABP) as a bridge to cardiac transplant during the sane
adm ssion as the transpl ant procedure; or patient received the device
as destination therapy (does not intend to have a cardiac transpl ant),
either with or without placing the patient on cardi opul nbnary bypass.

Choose from

Y YES

N NO
Device for bridge to cardiac transplant / Destination therapy: N NO
Transmyocardi al Laser Revascul arization: N NO
Maze Procedure: N NO MAZE PERFORMED
ASD Repair (Y/N): N NO
VSD Repair (Y N: N NO
Myectony for IHSS (Y N): N NO
Myxoma Resection (Y/ N): N NO
O her Tunor Resection (Y/N): N NO
Cardiac Transplant (Y N: N NO
G eat Vessel Repair (YN: N NO
Endovascul ar Repair of Descending Thoracic Aorta: N NO
O her Cardiac Procedures (Y/N: N NO
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SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183 PAGE: 1 of 2
JUN 18,2005 CORONARY ARTERY BYPASS

Cardi ac surgical procedures with or without cardi opul ronary bypass

CABG di stal anastonpses: 11. Bridge to transpl ant/Devi ce:

68

1. Nunber with vein: 1 12. TMR

2. Nunber with | MA: 1 13. Maze procedure: NO MAZE PERFORVED
3. Nunber with Radial Artery: 0 14. ASD repair: NO
4. Nunmber with Other Artery: 1 15. VSD repair: NO
5. Nunber with Ot her Conduit: 1 16. Myectony for |HSS: NO

17. Myxoma resection: NO

6. Aortic Val ve Replacenent: YES 18. Gther tunor resection: NO
7. Mtral Valve Replacenent: NO 19. Cardi ac transpl ant: NO
8. Tricuspid Val ve Repl acement: NO 20. G eat Vessel Repair: NO
9. Valve Repair: AORTIC 21. Endovascul ar Repair: NO
10. LV Aneurysnectony: NO 22. O her cardiac procedures: NO
Sel ect Operative Information to Edit: <Enter>

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183 PAGE: 2 of 2
JUN 18, 2005 CORONARY ARTERY BYPASS

I ndi cate other cardiac procedures only if done with cardi opul ronary bypass

1. Forei gn Body Renoval :

2. Pericardiectony:
Ot her Operative Data details:

3. Total CPB Tine:

4. Total Ischemc Tine:

5. Incision Type:

6. Convert Of Punp to CPB: N A (began on-punp/ stayed on-punp)

Sel ect Operative Information to Edit:
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Outcome Information (Enter/Edit)
[SROA CARDIAC-OUTCOMES]

This option is used to enter or edit outcome information for cardiac procedures.

Example: Enter Outcome I nformation

Sel ect Cardiac Ri sk Assessment Information (Enter/Edit) Option: OUT CQutcone Inf
ormation (Enter/Edit)

SURPATI ENT, TVWENTY (000- 45- 4886) Case #238 PAGE: 1
OUTCOMES | NFORMATI ON
FEB 10, 2004 CABG

0. Operative Death: NO

Peri operative (30 day) Cccurrences:

1. Perioperative M: NO 8. Repeat cardiac surg procedure: NO
2. Endocarditis: NO 9. Tracheost ony: YES
3. Renal failure require dialysis: NO 10. Repeat ventilator win 30 days: YES
4. Mediastinitis: YES 11. Stroke: NO
5. Cardiac arrest requiring CPR YES 12. Coma >= 24 hr: NO
6. Reoperation for bleeding: NO 13. New Mech Circ Support: YES
7. On ventilator >= 48 hr: NO

Sel ect Qutcones Information to Edit: 8
Repeat Cardi ac Surgical Procedure (Y N: NO/ Y YES
Car di opul monary Bypass Status: ?

Ent er NONE, ON BYPASS, or OFF BYPASS.

0 None
1 On- bypass
2 O f - bypass

Car di opul monary Bypass Status: 1 On-bypass

SURPATI ENT, TWENTY ( 000- 45- 4886) Case #238 PAGE: 1
OUTCOMVES | NFORMATI ON
FEB 10, 2004 CABG

0. Operative Death: NO

Peri operative (30 day) Cccurrences:

1. Perioperative M: NO 8. Repeat cardiac surg procedure: YES

2. Endocarditis: NO 9. Tracheost ony: YES

3. Renal failure require dialysis : NO 10. Repeat ventilator win 30 days: YES

4. Mediastinitis: YES 11. Stroke: NO

5. Cardiac arrest requiring CPR YES 12. Coma >= 24 hr: NO

6. Reoperation for bleeding: NO 13. New Mech Circ Support: YES

7. On ventilator >= 48 hr: NO

Sel ect Qutcones Information to Edit:
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Intraoperative Occurrences (Enter/Edit)
[SRO INTRAOP COMP]

The nurse reviewer uses the Intraoperative Occurrences (Enter/Edit) option to enter or change
information related to intraoperative occurrences. Every occurrence entered must have a corresponding
occurrence category. For alist of occurrence categories, the user can enter a question mark (?) at the
"Enter a New Intraoperative Occurrence:" prompt.

After an occurrence category has been entered or edited, the screen will clear and present a summary. The

summary organizes the information entered and provides another opportunity to enter or edit data.

Example: Enter an Intraoper ative Occurrence

Sel ect Cardiac Ri sk Assessment Information (Enter/Edit) Option: 10 Intraoperative Cccurrences
(Enter/Edit)

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

There are no |Intraoperative Cccurrences entered for this case.

Enter a New I ntraoperative Cccurrence: CARDI AC ARREST REQUI RI NG CPR
NSQ P Definition (2006):
The absence of cardiac rhythm or presence of chaotic cardiac rhythm
that results in |oss of consciousness requiring the initiation of any
conponent of basic and/or advanced cardiac |ife support. Patients with
Al CDs that fire but the patient does not | ose consci ousness shoul d be
excl uded.

CI CSP Definition (2004):

Indicate if there was any cardiac arrest requiring external or open
cardi opul nobnary resuscitation (CPR) occurring in the operating room
ICU, ward, or out-of-hospital after the chest had been conpletely
cl osed and within 30 days of surgery.

Press RETURN to continue: <Enter>

SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosi s Code:

4. Treatnment Instituted:

5. Qutcone to Date:

6. Occurrence Comments:

Sel ect Qccurrence Information: 2:5
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SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

Cccurrence Category: CARDI AC ARREST REQUI RI NG CPR
/] <Enter>

| CD Di agnosi s Code: 102.8 102.8 LATENT YAWS
...OK? YES// <Enter> (YES)

Type of Treatnment |nstituted: CPR

Qutcone to Date: | | MPROVED

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosi s Code: 102. 8

4. Treatnment Instituted: CPR

5. Qutcone to Date: | MPROVED

6. Occurrence Comments:

Sel ect Qccurrence Information: <Enter>

SURPATI ENT, Nl NETEEN ( 000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

Enter/Edit Intraoperative Occurrences

1. CARDI AC ARREST REQUI RI NG CPR
Cat egory: CARDI AC ARREST REQUI RI NG CPR

Sel ect a nunber (1), or type 'NEW to enter another occurrence:
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Postoperative Occurrences (Enter/Edit)
[SRO POSTOP COMP]

The nurse reviewer uses the Postoperative Occurrences (Enter/Edit) option to enter or change
information related to postoperative occurrences. Every occurrence entered must have a corresponding
occurrence category. For alist of occurrence categories, the user can enter a question mark (?) at the
"Enter a New Postoperative Occurrence:" prompt.

After an occurrence category has been entered or edited, the screen will clear and present a summary. The

summary organizes the information entered and provides another opportunity to enter or edit data.

Example: Enter a Postoperative Occurrence

Sel ect Cardiac Ri sk Assessment Information (Enter/Edit) Option: PO Postoperative Cccurrences
(Enter/Edit)

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

There are no Postoperative Cccurrences entered for this case.

Enter a New Postoperative Cccurrence: CARDI AC ARREST REQUI RI NG CPR
NSQ P Definition (2006):
The absence of cardiac rhythm or presence of chaotic cardiac rhythm
that results in |oss of consciousness requiring the initiation of any
conponent of basic and/or advanced cardiac |ife support. Patients with
Al CDs that fire but the patient does not | ose consci ousness shoul d be
excl uded.

CI CSP Definition (2004):

Indicate if there was any cardiac arrest requiring external or open
cardi opul nobnary resuscitation (CPR) occurring in the operating room
ICU, ward, or out-of-hospital after the chest had been conpletely
cl osed and within 30 days of surgery.

Press RETURN to continue: <Enter>

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Di agnosi s Code:

4, Treatnent Instituted:

5. Qutcone to Date:

6. Date Noted:

7. Qccurrence Comments:

Sel ect Cccurrence Information: 4:6
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SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

Treatment Instituted: CPR
Qutconme to Date: | | MPROVED
Dat e/ Ti me the Cccurrence was Noted: 6/19/05 (JUN 19, 2005)

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Occurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Di agnosi s Code:

4, Treatnent Instituted: CPR

5. Qutcone to Date: | MPROVED

6. Date Noted: 06/ 19/ 05

7. Cccurrence Comments:

Sel ect Cccurrence | nformation: <Enter>

SURPATI ENT, NI NETEEN (000- 28- 7354) Case #60183
JUN 18, 2005 CORONARY ARTERY BYPASS

Enter/Edit |Intraoperative Cccurrences

1. CARDI AC ARREST REQUI RI NG CPR
Cat egory: CARDI AC ARREST REQUI RI NG CPR

Sel ect a nunber (1), or type 'NEW to enter another occurrence:
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Print a Surgery Risk Assessment
[SROA PRINT ASSESSMENT]

The Print a Surgery Risk Assessment option prints an entire Surgery Risk Assessment Report for an
individual patient. This report can be displayed temporarily on a screen. Asthe report fills the screen, the
user will be prompted to press the <Enter> key to go to the next page. A permanent record can be made
by copying the report to a printer. When using a printer, the report is formatted slightly differently from
the way it displays on the terminal.

Example 1. Print Surgery Risk Assessment for a Non-Cardiac Case
Sel ect Surgery Ri sk Assessment Menu Option: P Print a Surgery Ri sk Assessnent

Do you want to batch print assessnents for a specific date range ? NO/ <Enter>

Sel ect Patient: SURPATI ENT, FORTY 05-07-23 000777777 NO NSC VET
ERAN

SURPATI ENT, FORTY  000- 77- 7777
1. 02-10-04 * CABG (| NCOMPLETE)

2. 01-09-06 APPENDECTOMY ( COVPLETED)

Sel ect Surgical Case: 2

Print the Conpl eted Assessnent on which Device: [Select Print Device]
- printout follows
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VA NON- CARDI AC RI SK ASSESSMENT Assessnent: 236 PAGE 1
FOR SURPATI ENT, FORTY 000-77-7777 ( COVPLETED)

Medi cal Center: ALBANY

Age: 81 Qperation Date: JAN 09, 2004
Sex: MALE Et hnicity: NOT H SPANI C OR LATI NO

Transfer Status: NOT TRANSFERRED
Observati on Admi ssion Date:
Observati on Di scharge Date:
Observation Treating Specialty:

Hospi t al
Hospi t al

Adnmi tted/ Transferred to Surgical
Di scharged/ Transferred to Chronic Care:

Adni ssi on Date:
Di scharge Date:

I n/ Qut-Patient Status:

GENERAL: YES

Hei ght : 176 CENTI METERS
Wei ght : 89 Kl LOGRANMS
Di abetes Mellitus: I NSULI N
Current Snmoker W1 1 Year: YES
Pack/ Year s: 0

ETOH > 2 Dri nks/ Day: NO
Dyspnea: NO

DNR St at us: NO
Functi onal Status: | NDEPENDENT
PUL MONARY: YES
Venti| at or Dependent : NS

Hi story of Severe COPD: NO
Current Pneunoni a: NO
RENAL : YES
Acute Renal Failure: NO
Currently on Dial ysis: NO
CENTRAL NERVOUS SYSTEM YES

| npai red Sensorium NO
Coma: NO
Hem pl egi a: NO

Hi story of TIAs: NO
CVA/ Stroke w. Neuro Deficit: YES
CVA/ Stroke w o Neuro Deficit: NO
Tunor | nvol vi ng CNS: NO

Par apl egi a: NO
Quadri pl egi a: NO

482

Servi ce:

Race: AMERI CAN | NDI AN OR ALASKA
NATI VE, NATI VE HAWAI | AN OR
OTHER PACI FI C | SLANDER, WH TE

NA
NA
NA
JAN 7, 2006 11:15
JAN 12,2006 10: 30
JAN 7, 2006 11: 15

JAN 12,2006 10:30
| NPATI ENT

PREOPERATI VE | NFORVATI ON

HEPATOBI LI ARY:
Asci tes:

GASTRO NTESTI NAL:
Esophageal Vari ces:

CARDI AC:

CHF Wthin 1 Month:

M Wthin 6 Mnths:

Previ ous PTCA:

Previ ous Cardiac Surgery:
Angina Wthin 1 Month:
Hypertensi on Requiring Meds:

VASCULAR:

Revascul ari zat i on/ Anput at i on:

Rest Pai n/ Gangr ene:

NUTRI TI ONAL/ | MMUNE/ OTHER:
Di ssem nat ed Cancer:
Open Wbund:

Steroid Use for Chronic Cond.:

Wei ght Loss > 10%
Bl eedi ng Di sorders:
Transfusion > 4 RBC Units:
Chenot herapy W1 30 Days:
Radi ot herapy W1 90 Days:
Preoperative Sepsis:
Pregnancy:

OPERATI ON DATE/ TI MES | NFORVATI ON

Patient in Room (PIR):
Procedure/ Surgery Start Tine (PST):
Procedur e/ Surgery Finish (PF):
Pati ent Qut of Room (POR):
Anest hesia Start (AS):

Anest hesi a Fi ni sh (AF):

Di scharge from PACU ( DPACU) :

JAN 9, 2006 07:25
JAN 9, 2006 07: 25
JAN 9, 2006 08: 00
JAN 9, 2006 08:10
JAN 9, 2006 07:15
JAN 9, 2006 08: 08
JAN 9, 2006 09: 15
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VA NON- CARDI AC Rl SK ASSESSMENT Assessnent: 236 PAGE 2
FOR SURPATI ENT, FORTY 000-77-7777 ( COWLETED)

OPERATI VE | NFORVATI ON
Sur gi cal Speci alty: GENERAL(OR WHEN NOT DEFI NED BELOW
Princi pal Operation: APPENDECTOWY

Procedure CPT Codes: 44950

Concurrent Procedure:
CPT Code:
PGY of Primary Surgeon: 0
Energency Case (Y/N): NO
Maj or or M nor: MAJOR
Wound C assificati on: CONTAM NATED
ASA d assification: 3-SEVERE DI STURB.
Airway Trauma: NONE
Mal | anpati Scal e: CLASS 3
Princi pal Anesthesia Techni que: GENERAL
Ai rway | ndex: NOT ENTERED
RBC Units Transfused: 0
Intraop Di ssem nated Cancer:

PREOPERATI VE LABORATORY TEST RESULTS

Ani on Gap: 12 (JAN 7, 2006)

Serum Sodi um 144.6 (JAN 7, 2006)
Serum Creatinine: .9 (JAN 7, 2006)
BUN: 18 (JAN 7, 2006)

Serum Al bumin: 3.5 (JAN 7, 2006)
Total Bilirubin: .9 (JAN 7, 2006)
SGOT: 46 (JAN 7, 2006)

Al kal i ne Phosphat ase: 34 (JAN 7, 2006)
Wi te Bl ood Count: 15.9 (JAN 7, 2006)
Hematocrit: 43.4 (JAN 7, 2006)

Pl atel et Count: 356 (JAN 7, 2006)
PTT: 25.9 (JAN 7, 2006)

PT: 12.1 (JAN 7, 2006)

INR 1.54 (JAN 7, 2006)

POSTOPERATI VE LABORATORY RESULTS

Hi ghest Val ue
** | owest Val ue

* Anion Gap: 11 (JAN 7, 2006)
* Serum Sodi um 148 (JAN 12, 2006)
** Serum Sodi um 144.2 (FEB 2, 2006)
* Potassium 4.5 (JAN 12, 2006)
** Potassium 4.5 (JAN 12, 2006)
* Serum Creatinine: 1.4 (FEB 2, 2006)
* CPK: 88 (JAN 12, 2006)
* CPK-MB Band: <1 (JAN 12, 2006)
* Total Bilirubin: 1.3 (JAN 12, 2006)
* \Wite Blood Count: 12.2 (JAN 12, 2006)
** Hematocrit: 42.9 (JAN 12, 2006)
* Troponin |: 1.42 (JAN 12, 2006)

* Troponin T: NS
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VA NON- CARDI AC Rl SK ASSESSMENT Assessnent: 236
FOR SURPATI ENT, FORTY 000-77-7777 ( COWLETED)

PAGE 3

QUTCOVE | NFORVATI ON

Post operati ve Di agnosis Code (ICD9): 540.1 ABSCESS OF APPENDI X
Lengt h of Postoperative Hospital Stay: 3 DAYS
Dat e of Deat h:
Return to OR Wthin 30 Days: NO

PERI OPERATI VE OCCURRENCE | NFORVATI ON

WOUND OCCURRENCES: YES CNS OCCURRENCES: YES
Superficial Incisional SSI: NO St r oke/ CVA: NO
Deep Inci sional SSI: NO Coma > 24 Hours: NO
Wound Di srupti on: 01/ 10/ 06 Peri pheral Nerve Injury: 01/ 10/ 06
* 427.31 ATRI AL FI BRI LLATI 01/ 10/ 06

URI NARY TRACT OCCURRENCES: YES CARDI AC OCCURRENCES: YES
Renal | nsufficiency: NO Arrest Requiring CPR NO
Acute Renal Failure: NO Myocardi al Infarction: 01/ 09/ 06
Urinary Tract |nfection: 01/ 11/ 06

RESPI RATORY OCCURRENCES: YES OTHER OCCURRENCES: YES
Pneunoni a: NO Bl eedi ng/ Tr ansf usi ons: NO
Unpl anned | nt ubati on: NO Graft/Prosthesis/Flap Failure: NO
Pul monary Enbol i sm NO DVT/ Thr onbophl ebi ti s: NO

On Ventil ator > 48 Hours: NO Systemni ¢ Sepsis: SEPTIC SHOCK 01/11/06
* 477.0 RHINITI S DUE TO P 01/12/06  Organ/ Space SSI: 01/ 11/ 06

* indi cates O her (|CDO)
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Example2: Print Surgery Risk Assessment for a Cardiac Case
Sel ect Surgery Ri sk Assessnment Menu Option: P Print a Surgery Ri sk Assessnent

Do you want to batch print assessnents for a specific date range ? NO/ <Enter>

Sel ect Patient: R9922 SURPATI ENT, NI NE 12-19-51 000345555 NO SC
VETERAN

SURPATI ENT, Nl NE  000- 34- 5555
1. 07-01-06 * CABG X3 (1A 2V), ARTERI AL GRAFTI NG ( TRANSM TTED)
2. 03-27-05 I NGUI NAL HERNI A ( TRANSM TTED)

3. 07-03-04 PULMONARY LOBECTOMY ( TRANSM TTED)

Sel ect Surgical Case: Select Surgical Case: 1

Print the Conpl eted Assessnent on which Device: [Select Print Device]

printout follows-
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VA CONTI NUOUS | MPROVEMENT | N CARDI AC SURGERY PROGRAM ( Cl CSP/ Cl CSP- X)

I. | DENTI FYI NG DATA

Pati ent: SURPATI ENT, NI NE 000- 34- 5555 Case #: 238 Fac./Div. #: 500
Surgery Date: 07/01/06 Addr ess: Anypl ace \Way

Phone: NS/ Unknown Zi p Code: 33445-1234 Date of Birth: 12/19/51
I'l. CLIN CAL DATA

Gender : MALE PCl : >72 hrs - 7 days
Age: 55 Prior M: > 7 DAYS OF SURG
Hei ght : 72 in # of prior heart surgeries: NONE
Wei ght : 120 kg Prior heart surgeries:

Di abet es: DI ET Peri pheral Vascul ar Di sease: NO
COPD: NO Cerebral Vascul ar Di sease: NO
FEV1: NS Angi na (use CCS Cl ass): 111
Cardi onegal y (X-ray): YES CHF (use NYHA C ass): |
Pul nonary Ral es: NO Current Diuretic Use: NO
Current Snoker: >3 MONTHS PRIOR TO SUR Current Digoxin Use: NO
Active Endocarditis: NO IV NTG 48 Hours Precedi ng Surgery: NO
Resting ST Depressi on: YES Preop circul atory Device: VAD
Functional Status: PARTI AL DEPENDENT Hyper t ensi on: NO
I'I'l. DETAI LED LABORATORY | NFO - PREOPERATI VE VALUES

Creati ni ne: 1.1 ng/dl (06/28/06) T. Bilirubin: .9 ng/dl (06/28/06)
Henogl obi n: 15.6 ng/dl (06/28/06) T. Chol esterol: 230 ng/dl (06/28/06)
Al bumi n: 4.4 g/dl (06/28/06) HDL : 90 ng/dl (06/28/06)
Tri gl yceri de: 77 ng/dl (06/28/06) LDL: 125 ng/dl (06/ 28/ 06)
Pot assi um 4.6 mg/ L (06/28/06) Henmogl obi n Alc: 205 ng/dl (06/28/06)

1 V. CARDI AC CATHETERI ZATI ON AND ANG OGRAPHI C DATA
Cardi ac Catheterization Date: 06/28/ 06

Procedure: NS Nat i ve Coronari es:
LVEDP: NS Left Main Stenosis: NS
Aortic Systolic Pressure: NS LAD Stenosi s: NS
Ri ght Coronary Stenosis: NS
For patients having right heart cath: Circunfl ex Stenosis: NS
PA Systolic Pressure: NS
PAW Mean Pressur e: NS If a Re-do, indicate stenosis
ingraft to:
LAD: NS
Ri ght coronary (include PDA): NS
Circunf| ex: NS
LV Contraction Grade (fromcontrast or radi onuclide angi ogram or 2D Echo):
G ade Ej ecti on Fraction Range Definition
NO LV STUDY
Mtral Regurgitation: NS
Aortic stenosis: NS
V. OPERATI VE RI SK SUMVARY DATA (Operation Began: JUL 01, 2006@0: 10)
Physi ci an' s Preoperative (Operation Ended: 07/01/06 12: 20)
Estimate of Operative Mirtality: NS (JUN 28, 2006@L5: 30)
ASA d assification: 3- SEVERE DI STURB.
Surgical Priority: ELECTI VE (JUN 28, 2006@L5: 31)
Princi pal CPT Code: 33517

O her Procedures CPT Codes: NONE; 33510; NONE
Preoperative Ri sk Factors:
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SURPATI ENT, Nl NE  000- 34- 5555

VI . OPERATI VE DATA
Cardi ac surgical procedures with or without cardi opul ronary bypass

CABG di stal anastonpses: Bridge to transpl ant/ Devi ce: NO
Nurmber with Vein: 2 TMR: NO
Nunber with | MA: 2 Maze procedure: NO MAZE PERFORMED
Nunmber with Radial Artery: 0 ASD repair: NO
Nunmber with Qther Artery: 0 VSD repair: NO
Nunmber with O her Conduit: 0 Myect ony for | HSS: NO

Aortic Val ve Repl acenent: NO Myxoma resection: NO

Mtral Valve Replacenent: NO O her tunor resection: NO

Tricuspi d Val ve Repl acenent: NO Cardi ac transpl ant: NO

Val ve Repair: NONE G eat Vessel Repair: NO

LV Aneurysnect ony: NO Endovascul ar Repair: NO

O her Cardi ac procedure(s): YES
* Other Cardiac procedures (Specify): OIHER CT PROCEDURE #1, OTHER CT PROCEDURE #2,
OTHER CT PROC

I ndi cate other cardiac procedures only if done with cardi opul ronary bypass
For ei gn body renoval : YES

Peri cardi ect ony: YES

O her Operative Data details

Total CPB Ti ne: 85 nin Total |schemic Tine: 60 min
I nci si on Type: FULL STERNOTOWY

Conversion Of Punp to CPB:. N A (began on-punp/ stayed on-punp)

VI|. OUTCOMVES
Operative Death: NO Dat e of Deat h:

Peri operative (30 day) Cccurrences:

Peri operative M: NO Repeat cardiac Surg procedure: YES
Endocardi ti s: NO Trachest ony: YES
Renal Failure Requiring Dialysis: NO Ventil ator supp within 30 days: YES
Medi astinitis: YES  Stroke/ CVA: NO
Cardi ac Arrest Requiring CPR: YES Coma > or = 24 Hours: NO
Reoperation for Bl eeding: NO New Mech Circul atory Support: YES
On ventilator > or = 48 hr: NO

VIIIl. RESOURCE DATA

Hospi tal Admi ssion Date: 06/ 30/ 06 06: 05

Hospi tal Di scharge Date: 07/ 10/ 06 08: 50

Time Patient In OR 07/ 10/ 06 10: 00

Time Patient Qut OR 07/ 10/ 06 12: 30

Date and Time Patient Extubated: 07/ 10/ 06 13:13

Date and Time Patient Di scharged from | CU 07/ 10/ 06 08: 00

Patient is Honel ess: NS

Cardiac Surg Performed at Non-VA Facility: UNKNOWN

Resource Data Conmments: |ndicate other cardiac procedures only if done
wi t h cardi opul nonary bypass

I X. SOCI CECONOM C, ETHNI CI TY, AND RACE

Enpl oynent Status Preoperatively: SELF EMPLOYED
Ethnicity: NOT HI SPANI C OR LATI NO
Race Category(ies): AVERI CAN | NDI AN OR ALASKA NATI VE,

NATI VE HAWAI | AN OR OTHER PACI FI C
| SLANDER, WHI TE

X. DETAI LED DI SCHARGE | NFORMATI ON
Di scharge | CD-9 Codes: 414.01 V70.7 433.10 285.1 412. 307.9 427.31

Type of Disposition: TRANSFER

Pl ace of Disposition: HOVE- BASED PRI MARY CARE ( HBPC)
Primary care or referral VAMC identification code: 526
Fol  ow-up VAMC identification code: 526

*** End of report for SURPATI ENT, NINE 000-34-5555 assessment #238 ***
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List of Surgery Risk Assessments
[SROA ASSESSMENT LIST]

The List of Surgery Risk Assessments option is used to print lists of assessments within a date range. Lists
of assessmentsin different phases of completion (for example, incomplete, completed, or transmitted) or
alist of all surgical cases entered in the Surgery Risk Assessment software can be printed. The user can
also request that the list be sorted by surgical service. The software will prompt for a beginning date and
an ending date. Examples 1-8 illustrate printing assessments in each of the following formats.

List of Incomplete Assessments

List of Completed Assessments

List of Transmitted Assessments

List of Non-Assessed Mgor Surgical Cases

List of All Major Surgical Cases

List of All Surgical Cases

List of Completed/Transmitted Assessments Missing Information
List of 1-Liner Cases Missing Information

Nk~ wWNE

Example 1: List of Incomplete Assessments
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Risk Assessnents

of Surgery Ri sk Assessnents

Li st of I|nconpl ete Assessnents

Li st of Conpl eted Assessnents

List of Transmitted Assessnents

Li st of Non- Assessed Maj or Surgical Cases

List of Al Mjor Surgical Cases

List of All Surgical Cases

Li st of Conpl eted/ Transmtted Assessnments M ssing | nformation
Li st of 1-Liner Cases M ssing |nformation

[
DRN@EHGNE G

Sel ect the Nunmber of the Report Desired: 1

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES// <Enter>

Print report for ALL specialties ? YES// <Enter>

This report is designed to print to your screen or a printer. \Wen
using a printer, a 132 colum format is used.

Print the List of Assessnments to which Device: [Select Print Device]
------ printout follows
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| NCOVPLETE RI SK ASSESSMENTS
MAYBERRY, NC
SURGERY SERVI CE
FROM JAN 1,2006 TGO JUN 30, 2006

ASSESSMENT # PATI ENT OPERATI VE PROCEDURE( S)
OPERATI ON DATE SURGEON

PAGE 1

DATE REVI EVED:
REVI EMED BY:

ANESTHESI A TECHNI QUE

** SURG CAL SPECI ALTY: CARDI AC SURGERY **

28519 SURPATI ENT, NI NE 000- 34- 5555 * CABG X3 (2V, 1A)
JAN 05, 2006 SURSURGEQN, ONE
CPT Codes: 33736

** SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW **

63063 SURPATI ENT, ONE 000- 44- 7629 | NGUI NAL HERNI A
JUN 09, 2006 SURSURGEQN, TWO
CPT Codes: 49521

** SURG CAL SPECI ALTY: NEUROSURGERY **

63154 SURPATI ENT, ElI GHT 000- 37- 0555 CRANI Orow
JUN 24, 2006 SURSURGEON, FOUR
CPT Codes: NOT ENTERED
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Example 2: List of Completed Assessments

Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li
Li
Li
Li
Li
Li
Li
Li

B9 =@ Onl o> €9 19 (=

st
st
st
st
st
st
st
st

of

I nconpl et e Assessnents
Conpl et ed Assessnents
Transmi tted Assessnents
Non- Assessed Maj or Surg

i cal Cases

Al'l Mjor Surgical Cases

Al'l Surgical Cases

Conpl et ed/ Transmi tted Assessments M ssing | nformation

1-Li ner Cases Mssing |

nformati on

Sel ect the Nunmber of the Report Desired: 2

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES//

Print report for ALL specialties ?

Thi s report
using a printer, a 132 col um for mat

is designed to print to

<Ent er >

YES// <Enter>

your screen or a printer. \Wen
i s used.

Print the List of Assessments to which Device: [Select Print Device]

August 2006
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COWPLETED RI SK ASSESSMENTS PAGE 1
MAYBERRY, NC

SURGERY SERVI CE DATE REVI EVEED:
FROM JAN 1,2006 TO JUN 30, 2006 REVI EVED BY:
ASSESSMENT # PATI ENT DATE COVPLETED ANESTHESI A TECHNI QUE

OPERATI ON DATE OPERATI VE PROCEDURE

** SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW **

92 SURPATI ENT, SI XTY 000- 56- 7821 FEB 28, 2006 GENERAL
FEB 23, 2006 CHOL EDOCHOTOWY

CPT Code: 47420
63045 SURPATI ENT, FORTYONE 000-43-2109 MAR 29, 2006 GENERAL
MAR 01, 2006 I NGUI NAL HERNI A

CPT Code: 49521

** SURG CAL SPECI ALTY: OPHTHALMOLOGY **
1898 SURPATI ENT, FORTYONE 000- 43- 2109 MAY 28, 2006 GENERAL

APR 28, 2006 | NTRAOCCULAR LENS
CPT Codes: NOT ENTERED
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Example 3: List of Transmitted Assessments
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li st of Inconpl ete Assessnents

Li st of Conpl eted Assessnents

List of Transmitted Assessnents

Li st of Non- Assessed Maj or Surgical Cases

List of Al Mjor Surgical Cases

List of All Surgical Cases

Li st of Conpl eted/ Transmtted Assessnments M ssing | nformation
Li st of 1-Liner Cases M ssing |nformation

e =@ ol o> @ 1 =

Sel ect the Nunmber of the Report Desired: 3

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES// <Enter>

Print report for ALL specialties ? YES// N

Print the Report for which Surgical Specialty: GENERAL(OR WHEN NOT DEFI NED BELOW
WHEN NOT DEFI NED BELOW 50

This report is designed to print to your screen or a printer. \Wen

using a printer, a 132 colum format is used.

Print the List of Assessnments to which Device: [Select Print Device]

GENERAL ( OR

-- printout follows
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TRANSM TTED Rl SK ASSESSMENTS
MAYBERRY, NC
SURGERY SERVI CE
FROM JAN 1,2006 TO JUN 30, 2006

ASSESSMENT # PATI ENT
OPERATI ON DATE PRI NCI PAL OPERATI VE PROCEDURE

TRANSM SSI ON DATE

DATE REVI EVEED:

REVI EVED BY:

PAGE 1

ANESTHESI A TECHNI QUE

** SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW **

GENERAL

GENERAL

GENERAL

GENERAL

63076 SURPATI ENT, FOURTEEN 000- 45- 7212 FEB 12, 2006
JAN 08, 2006 I NGUI NAL HERNI A

CPT Codes: 49521
63077 SURPATI ENT, FI VE 000- 58- 7963 FEB 30, 2006
FEB 08, 2006 I NGUI NAL HERNI A, OTHER PROC1

CPT Codes: NOT ENTERED
63103 SURPATI ENT, NI NE 000- 34- 5555 APR 09, 2006
MAR 27, 2006 I NGUI NAL HERNI A

CPT Codes: 49521
63171 SURPATI ENT, FI FTYTWO 000- 99- 8888 JUN 05, 2006
MAY 17, 2006 CHOLECYSTECTOW

CPT Codes: 47600
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Example4: List of Non-Assessed Major Surgical Cases
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li
Li
Li
Li
Li
Li
Li
Li

B9 =@ Onl o> €9 19 (=

st
st
st
st
st
st
st
st

of

I nconpl et e Assessnents
Conpl et ed Assessnents
Transmi tted Assessnents
Non- Assessed Maj or Surg

i cal Cases

Al'l Mjor Surgical Cases

Al'l Surgical Cases

Conpl et ed/ Transmi tted Assessments M ssing | nformation

1-Li ner Cases Mssing |

nformati on

Sel ect the Nunmber of the Report Desired: 4

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES//

Print report for ALL specialties ?

Print the Report for which Surgical
DEFI NED BELOW  GENERAL( OR WHEN NOT DEFI NED BELOW 50

Thi s report
using a printer, a 132 col um for mat

is designed to print to

<Ent er >
YES// N

Speci al ty: GENERAL(OR WHEN NOT

your screen or a printer. \Wen
i s used.

Print the List of Assessments to which Device: [Select Print Device]

August 2006
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NON- ASSESSED MAJOR SURG CAL CASES BY SURG CAL SPECI ALTY
MAYBERRY, NC
SURGERY SERVI CE
FROM JAN 1,2006 TGO JUN 30,2006

PAGE 1

DATE REVI EVED:
REVI EMED BY:

CASE # PATI ENT ANESTHESI A TECHNI QUE
OPERATI ON DATE OPERATI VE PROCEDURE( S) SURGEON
SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW
63071 SURPATI ENT, FOUR 000- 17- 0555 GENERAL
FEB 08, 2006 I NGUI NAL HERNI A SURSURGEQN, TWO
CPT Codes: 49505
63136 SURPATI ENT, EI GHT  000- 34- 5555 GENERAL
MAR 07, 2006 CHOLECYSTECTOW SURSURGEQN, TWO

CPT Codes: 47605

TOTAL GENERAL(OR WHEN NOT DEFI NED BELOW: 2
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Example5: List of All Major Surgical Cases
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li
Li
Li
Li
Li
Li
Li
Li

e =@ ol o> @ 1 =

st
st
st
st
st
st
st
st

of
of
of

I nconpl et e Assessnents
Conpl et ed Assessnents
Transm tted Assessnents
Non- Assessed Maj or Surg

i cal Cases

Al'l Mjor Surgical Cases

Al'l Surgical Cases

Conpl et ed/ Transnitted Assessnments M ssing | nformation

1-Li ner Cases M ssing |

nformati on

Sel ect the Nunmber of the Report Desired: 5

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES//

Print report for ALL specialties ?

Print the Report for which Surgical
DEFI NED BELOWN  GENERAL( OR WHEN NOT DEFI NED BELOW 50

This report
using a printer, a 132 col umm for mat

is designed to print to

<Enter>
YES// N

Speci al ty: GENERAL(OR WHEN NOT

your screen or a printer. \Wen
i s used.

Print the List of Assessnments to which Device: [Select Print Device]

August 2006
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ALL MAJOR SURG CAL CASES BY SURG CAL SPECI ALTY PAGE 1
MAYBERRY, NC

SURGERY SERVI CE DATE REVI EVEED:
FROM JAN 1,2006 TG JUN 30, 2006 REVI EWED BY:
CASE # PATI ENT ASSESSMENT STATUS ANESTHESI A TECHNI QUE
OPERATI ON DATE OPERATI VE PROCEDURE( S) EXCLUSI ON CRI TERI A SURGEON
SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW
63110 SURPATI ENT, SI XTY 000- 56- 7821 COVPLETED GENERAL
JAN 23, 2006 CHOL EDOCHOTOMY SCNR WAS ON A/ L SURSURGEON, TWO
CPT Codes: 47420
63131 SURPATI ENT, FI FTYTWD 000- 99- 8888 NO ASSESSMENT GENERAL
APR 21, 2006 PERI NEAL WOUND EXPLORATI ON SURSURGEON, NI NE
CPT Codes: NOT ENTERED
63136 SURPATI ENT, El GHT  000- 34- 5555 NO ASSESSMENT GENERAL
JUN 07, 2006 CHOLECYSTECTOMY SURSURGEON, ONE
CPT Codes: 47600
TOTAL GENERAL(OR WHEN NOT DEFI NED BELOW: 3
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Example 6: List of All Surgical Cases

Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li
Li
Li
Li
Li
Li
Li
Li

B9 =@ Onl o> €9 19 (=

st
st
st
st
st
st
st
st

of

I nconpl et e Assessnents
Conpl et ed Assessnents
Transmi tted Assessnents
Non- Assessed Maj or Surg

i cal Cases

Al'l Mjor Surgical Cases

Al'l Surgical Cases

Conpl et ed/ Transmi tted Assessments M ssing | nformation

1-Li ner Cases Mssing |

nformati on

Sel ect the Nunmber of the Report Desired: 6

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES//

Print report for ALL specialties ?

Print the Report for which Surgical
GENERAL( OR WHEN NOT DEFI NED BELOW

Thi s report

<Ent er >

YES// N

Specialty: 50 GENERAL( OR WHEN NOT DEFI NED BELOW
50

is designed to print to your screen or a printer. \Wen
using a printer, a 132 col um for mat

i s used.

Print the List of Assessments to which Device: [Select Print Device]
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ALL SURG CAL CASES BY SURG CAL SPECI ALTY PAGE 1
MAYBERRY, NC

SURGERY SERVI CE DATE REVI EVED:

FROM JAN 1,2006 TO JUN 30, 2006 REVI EMED BY:

CASE # PATI ENT ASSESSMENT STATUS ANESTHESI A TECHNI QUE

OPERATI ON DATE PRI NCI PAL OPERATI VE PROCEDURE EXCLUSI ON CRI TERI A SURGEON

SURG CAL SPECI ALTY: GENERAL(OR WHEN NOT DEFI NED BELOW

63110 SURPATI ENT, SI XTY 000- 56- 7821 COVPLETED GENERAL

JAN 23, 2006 CHOLEDOCHOTOWY SCNR WAS ON A/ L SURSURGEQN, TWO
CPT Code: 47420

63079 SURPATI ENT, FI FTYTWO 000- 99- 8888 | NCOWPLETE GENERAL

APR 02, 2006 I NGUI NAL HERNI A SURSURGEQON, ONE
CPT Codes: NOT ENTERED

63131 SURPATI ENT, FI FTYTWO 000- 99- 8888 NO ASSESSMENT GENERAL

APR 21, 2006 PERI NEAL WOUND EXPLORATI ON SURSURGEON, NI NE
CPT Codes: NOT ENTERED

63180 SURPATI ENT, SI XTY 000- 56- 7821 NO ASSESSMENT NOT ENTERED

JUN 23, 2006 CHOLECYSTECTOWY SURSURGEQON, ONE

CPT Codes: 47600

TOTAL GENERAL(OR WHEN NOT DEFI NED BELOW: 4
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Example 7: List of Completed/Transmitted Assessments Missing I nformation
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li st of Inconpl ete Assessnents

Li st of Conpl eted Assessnents

List of Transmitted Assessnents

Li st of Non- Assessed Maj or Surgical Cases

List of Al Mjor Surgical Cases

List of All Surgical Cases

Li st of Conpl eted/ Transmtted Assessnments M ssing | nformation
Li st of 1-Liner Cases M ssing |nformation

e =@ ol o> @ 1 =

Sel ect the Nunmber of the Report Desired: 7

Start with Date: 1 1 06 (JAN 01, 2006)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES// <Enter>

Print report for ALL specialties ? YES// <Enter>
Print the List of Assessments to which Device: [Select Print Device]

printout follows-
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COWPLETED/ TRANSM TTED ASSESSMENTS M SSI NG | NFORMATI ON PAGE 1
MAYBERRY, NC
FROM JAN 1,2006 TGO JUN 30, 2006
DATE PRI NTED: JUL 13, 2006

** GENERAL(OR WHEN NOT DEFI NED BELOW

ASSESSMVENT # PATI ENT TYPE STATUS
OPERATI ON DATE  OPERATI O\( S)

63172 SURPATI ENT, FI FTYTWD 000- 99- 8888  NON- CARDI AC ~ TRANSM TTED
MAY 17, 2006 REPAI R ARTERI AL BLEEDI NG

CPT Code: 33120

M ssing i nformation:

1. The final coding for Procedure and Diagnosis is not conplete.

2. Anesthesia Techni que
63185 SURPATI ENT, SI XTEEN 000- 11-1111 NON- CARDI AC TRANSM TTED
APR 17, 2006 I NGUI NAL HERNI A, CHOLECYSTECTOMY

M ssing i nformation:

1. The final coding for Procedure and Di agnosis is not conplete.

2. Concurrent Case

3. Hstory of COPD (Y/N

4. Ventil ator Dependent Greater than 48 H's (Y/'N

5. Weight Loss > 10% of Usual Body Wight (Y/N)

6. Transfusion Greater than 4 RBC Units this Adm ssion (Y/N)
63080 SURPATI ENT, THI RTY 000- 82- 9472 EXCLUDED COVPLETE
JAN 03, 2006 TURP

M ssing i nformation:

1. The final coding for Procedure and Diagnosis is not conplete.

2. Major or Mnor

TOTAL FOR GENERAL(OR WHEN NOT DEFI NED BELOW: 3

TOTAL FOR ALL SPECIALTIES: 3
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Example 8: List of Completed/Transmitted Assessments Missing | nformation
Sel ect Surgery Ri sk Assessment Menu Option: L List of Surgery Ri sk Assessnents

Li st of Surgery Ri sk Assessnents

Li st of Inconpl ete Assessnents

Li st of Conpl eted Assessnents

List of Transmitted Assessnents

Li st of Non- Assessed Maj or Surgical Cases

List of Al Mjor Surgical Cases

List of All Surgical Cases

Li st of Conpl eted/ Transmtted Assessnments M ssing | nformation
Li st of 1-Liner Cases M ssing |nformation

e =@ ol o> @ 1 =

Sel ect the Nunmber of the Report Desired: 8

Start with Date: 6 1 05 (JUN 01, 2005)
End with Date: 6 30 06 (JUN 30, 2006)

Print by Surgical Specialty ? YES// <Enter>

Print report for ALL specialties ? YES// <Enter>
Print the List of Assessments to which Device: [Select Print Device]

printout follows-
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1- LI NER CASES M SSI NG | NFORVATI ON PAGE 1
ALBANY
FROM FEB 27,2006 TO JUN 7, 2006
DATE PRI NTED: JUN 7, 2006

** UROLOGY

CASE # PATI ENT TYPE STATUS

OP DATE OPERATI ON( S)

317 SURPATI ENT, FOURTEEN 000- 45- 7212 CARDI AC COWPLETE
APR 10, 2006 Vasect ony

CPT Codes: NOT ENTERED
M ssing information:
1. The final coding for Procedure and Diagnosis is not conplete.
2. Attendi ng Code
3. Wund C assification
4. ASA d ass

TOTAL FOR UROLOGY: 1
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Print 30 Day Follow-up Letters
[SROA REPRINT LETTERS]

The Surgical Clinical Nurse Reviewer uses the Print 30 Day Follow-up Letters option to automatically
print aletter, or abatch of letters, addressed to a specific patient or patients.

About the "Do you want to print the letter for a specific assessment?" Prompt

The user responds Y ES to this prompt in order to print afollow-up letter for a single assessment. The
software will ask the user to select the patient and case for which the letter will be printed. See Example 1
below.

The user responds NO to this prompt if he or she wants to print a batch of follow-up letters for surgical
cases within a data range. The software will ask for the beginning and ending dates of the date range for
which the letters will be printed. See Example 2 on the following pages.

E'j& If the patient has died, the software notifies the user of the death, and will not print the letter.
= Also, if apatient has not been discharged, the follow up letter will not print.

Example 1: Print a Single Follow-up L etter

Sel ect Surgery Ri sk Assessment Menu Option: F Print 30 Day Fol |l owup Letters

Do you want to edit the text of the letter? NO/ <Enter>

Do you want to print the letter for a specific assessnent ? YES// <Enter>

Sel ect Patient: SURPATI ENT, NI NETEEN 03-03-30 000287354 SC VETERAN

SURPATI ENT, NI NETEEN 000- 28- 7354
1. 06-18-06 CORONARY ARTERY BYPASS (| NCOWPLETE)

2. 01-25-06 PULMONARY LOBECTOMY ( TRANSM TTED)

Sel ect Surgical Case: 1

Print 30 Day Letters on which Device: [Select Print Device]
------ printout follows
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NI NETEEN SURPATI ENT JUL 18, 2006
87 ANY STREET
MI. PILOT, NC 00000

Dear M. Surpatient,

One nonth ago, you had an operation at the VA Medical Center. W are
interested in how you feel. Have you had any heal th probl ens since your
operation ? W would like to hear fromyou. Please take a few minutes
to answer these questions and return this letter in the self-addressed
st anped envel ope.

Have you been to a hospital or seen a doctor for any reason since your
operation ? Yes No

If you answered NO, you do not need to answer any nore questions. Please
return this sheet in the self-addressed stanped envel ope.

If you have answered YES, please answer the follow ng questions.

1) Have you been seen in an outpatient clinic or doctor's office ?
Yes No

Wiy did you go to the clinic or doctor's office ?

VWhere ? (name and | ocati on) Date ?

Who was your doctor ?

2) Were you admtted to a hospital ? Yes No

Wiy did you go to the hospital ?

Where ? (name and | ocati on) Date ?

Who was your doctor ?

Pl ease return this letter whether or not you have had any nedi cal problens.
Your health and opinion are inportant to us. Thank you.

Sincerely,

Surgical dinical Nurse Reviewer
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Monthly Surgical Case Workload Report
[SROA MONTHLY WORKLOAD REPORT]

The Monthly Surgical Case Workload Report option generates the Monthly Surgical Case Workload
Report that may be printed and/or transmitted to the NSQIP national database. The report can be printed
for a specific month, or for arange of months.

Example: Monthly Surgical Case Workload Report — Single M onth
Sel ect Surgery Ri sk Assessment Menu Option: M Monthly Surgical Case Wrkl oad Report

Report of Monthly Case Workload Total s
Print which report?

1. Report for Single Mnth
2. Report for Range of Mnths

Sel ect Number (1 or 2): 1// <Enter>

This option provides a report of the nmonthly risk assessment surgical case
wor kl oad total s which include the foll owi ng categories:

Al'l cases performed

Excl uded cases

Assessed cases

Non- assessed cases

Car di ac cases

Non- car di ac cases

Assessed cases per day (based on 20 days/ nont h)

e Gl > e b =

The second part of this report provides the total number of inconplete
assessnments renmmining for the nonth selected and the prior 12 nonths.

Conpi |l e workl oad totals for which nmonth and year? MAY 2006// <Enter>

Do you want to print all divisions? YES// <Enter>

This report may be printed and/or transmitted to the national database.

Do you want this report to be transnmitted to the central database? NO/ <Enter>

Print report on which Device: [Select Print Device]
------ printout follows
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MAYBERRY, NC
REPORT OF MONTHLY SURG CAL CASE WORKLOAD

FOR MAY 2006
TOTAL CASES PERFORMVED 249
TOTAL MAJOR CASES 227
TOTAL M NOR CASES 22
CASES MEETI NG EXCLUSI ON CRI TERI A 114
ANESTHESI A TYPE 55
EXCEEDS MAX. ASSESSMENTS 0
EXCEEDS NMAXI MUM TURPS 0
STUDY CRI TERI A 59

SCNR WAS ON A/ L = 0

CONCURRENT CASE 0

EXCEEDS MAXI MUM HERNI AS 0
ASSESSED CASES 135
NOT LOGGED MAJOR CASES 0
CARDI AC CASES 16
NON- CARDI AC CASES 119
ASSESSED CASES PER DAY 6. 75

NUMBER OF | NCOWPLETE ASSESSMENTS REMAI NI NG FOR PAST YEAR

CARDI AC NON- CARDI AC TOTAL
MAY 2005 0
JUN 2005 0
JUL 2005 0
AUG 2005 0
SEP 2005 0
OCT 2005 0
NOv 2005 0
DEC 2005 0
JAN 2006 0
FEB 2006 0
MAR 2006 0
APR 2006 0
MAY 2006 1

Surgery V. 3.0 User Manua
SR*3*153

August 2006



Example: Monthly Surgical Case Workload Report — Range of Months

Sel ect Surgery Ri sk Assessment Menu Option: M Monthly Surgical Case Wrkl oad Report
Report of Mnthly Case Wrkl oad Total s

Print which report?

1. Report for Single Mnth
2. Report for Range of Months

Sel ect Number (1 or 2): 1// 2

Start with which nonth and year? OCT 2005/ / (OCT 2005) <Enter>
End wi th which nonth and year? MAY 2006/ / (MAY 2006) <Enter>
Do you want to print all divisions? YES// <Enter>

Print report on which Device: [Select Print Device]
printout follows-
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ALBANY - ALL DI VI SI ONS
REPORT OF SURG CAL CASE WORKLOAD
FOR OCT 2005 THROUGH NMAY 2006
TOTAL CASES PERFORMVED =
TOTAL MAJOR CASES =
TOTAL M NOR CASES =
CASES MEETI NG EXCLUSI ON CRITERIA =
NON- SURGEON CASE =
ANESTHESI A TYPE =
EXCEEDS MAX. ASSESSMENTS =
EXCEEDS MAXI MUM TURPS =
STUDY CRI TERI A =
SCNR WAS ON A/ L =
CONCURRENT CASE =
EXCEEDS MAXI MUM HERNI AS =
ASSESSED CASES =
NOT LOGGED MAJOR CASES =
CARDI AC CASES =
NON- CARDI AC CASES =

N
OPRPOOOOFRPROOOOOR

[
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